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Neglect . . . delay. How many times, doctor, have you 
cared for patients . . . whose hope of recovery might 
have been bright indeed .. . but for neglect or delay in 
seeking your help? 


Undoubtedly, this occurs so often...and usually with 
such tragic consequences ...that many physicians view 
it as the greatest problem facing medical science today. 


Moreover, this problem may assume even greater 
significance with the rising incidence of the degenera- 
tive diseases. For in these conditions, neglect and delay, 
as you well know, are directly responsible for a heavy 
toll of life. 


We believe you will agree that this problem deserves 
increased and continuing emphasis. This is why Parke- 
Davis will publish, throughout 1953, a series of adver- 
tisements on the patient’s responsibility in medical care. 


These advertisements, four of which are reproduced 
here, will appear in leading magazines reaching mil- 
lions of families. In them, this central theme will be 
emphasized: 


aditecced to the gener pull... 


That every individual, if he wants his physician’s most 
effective help, must meet the doctor halfway. He must 
not ignore symptoms, or delay treatment. He must act 
promptly ...and be made to realize that “in the hands 
of your physician, you're in good hands.” 


In addition, the advertisements will stress the fact 
that medicine has a vast store of new knowledge... and 
that this knowledge is constantly increasing through 
research by physicians, hospitals, public and private 
health organizations, and pharmaceutical companies. 


A word about the preparation of these advertise- 
ments: They have been carefully written to avoid both 
the possibility of stimulating hypochondria and encour- 
aging self-diagnosis. Equally important, the advertise- 
ments make no claims that might cause undue optimism 
or raise false hopes. We believe these are just the type 
of informative messages you will want your patients to 
read. Our efforts will be guided and encouraged by your 
continued interest and comments. 


PARKE, DAVIS & CO. 


Research and Manufacturing Laboratories, Detroit 32, Michigan 
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IN URINARY. TRACT INFECTIONS 


rapid response 


“Patients with pyelitis were well 

and doing their usual duties 

within 24 hours...”! “.. . resistant 
cases showed remarkable response.””* 


high urine levels 


“Terramycin was selected . . . in view of 
high urinary excretion rate following 
small oral doses of the antibiotic.” 


unexcelled toleration 


“Terramycin is generally well tolerated, 
the percentage of relapses being low 
and the percentage of bacteriological as 
well as clinical cures high.’ 


1. Canad. M. A. J. 66:15) (Feb.) 1952. 
2. J, Urol. 67:762 (May} 1952. 
3. Ibid. 9-315 (Feb.) 1953. 
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Large Amounts 
of Protein 
in Small Volume 


Adequate protein nutrition 
has been found essential to: 


—all types of wound healing, 
including the healing of fractures, 
— adequate functioning of 
intestino] anastomoses, 
—repair of regenerating parenchymal 
organs such as the liver, 
— resistance to hepatotoxins 
and other injurious agents, 
— maintenance of normal 
fluid distribution. 


Supplies 3 times as much 
protein as meat 
--weight for weight. 


Ib, glass jars. 


Supplied in three forms: 


Essenamine Powder Unflavored, 
7% and 14 oz. glass jors. 


Essenamine Compound Powder 
(with carbohydrate 25%), Vanillin Flavored, 


“ 


Essenamine Compound Granules 
(with carbohydrate 30%), Vanillin Flavored, 
7% oz. and 1 Ib. glass jars. 


New 18, N.Y. Winosor, Onr. 
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particularly 
beneficial 


in the treatment 


hay fever. 


Because CHLOR-TRIMETON® maleate, 
chlorprophenpyridamine maleate, has the 
greatest potency milligram for milligram 
of any available antihistamine, and 
because “Chlor-Trimeton has a relatively low 
incidence of side reactions,” it is a drug 


of choice for hay fever patients. 


maleate 


1. Silbert, N. E.: New England 


J. Med. 242:931, 1950, 
2. Eisenstadt, W. S.: Journal . 
Lancet 70:26, 1950. chevin Cc O R P O R AT I O N 


CU BLOOMFIELD, NEW JERSEY 


CHLOR-TRIMETON | 
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IN SPRING ALLERGIES. ./. 


Allay Distress 


Patients suffering from Spring allergies can be relieved promptly 
of annoying symptoms—with N&o-ANTERGAN. 


Neo-ANTERGAN effectively blocks the tissue histamine receptors, 
affording quick comfort with a minimum of sedation or other 
undesirable effects. Your local pharmacy stocks 
Neo-ANTERGAN Maleate in 25 and 50 


Promoted exclusively to the profession, NEO-ANTERGAN is mg. coated tablets in bottles of 100, 
available only on your prescription. 500, and 1,000, 
The Physician's Product 
® 
G- GOP. 
MALEATE 


(PYRILAMINE MALEATE, Mencx) 


COUNCIL ACCEPTED 


Research and Production 


for the Nation’s Health 


MERCK & CO., Inc. 


RAHWAY, NEW JERSEY 
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Meat... 


and the Low Sodium Diet 


The beneficial effect of sodium restriction in the management of hyper- 
tension and many types of cardiac disease is firmly established. A low sodium 
diet aids in preventing edema and frequently leads to a significant reduction 
in arterial tension. 


To emphasize the importance of sodium restriction and to enable the 
physician to present his patient with an informative discussion of the subject, 
The American Heart Association has just published a valuable pamphlet 
entitled ‘‘Food For Your Heart.’’* Covered also in this booklet is the impor- 
tance of weight reduction in the management of the cardiac patient. 


Dietary recommendations for three levels of sodium restriction ar¢ 
given. In all of them, meat is an important constituent of the diet. In the 
diet providing moderate sodium restriction (0.5 to 1.5 Gm. of sodium), 4 to 
6 ounces of unsalted meat, fish or fowl are allowed. In severe restriction 
(0.5 Gm. sodium), 3 to 4 ounces of meat are permitted daily. The weight re- 
duction-moderate sodium restriction diet calls for 5 to 6 ounces of meat daily. 


This booklet again emphasizes the valuable application of meat in the 
dietary management of cardiac disease, hypertension, and obesity. Since, as 
the manual emphasizes, infectious diseases and such scourges as typhoid 
fever have now been controlled with antibiotics, chemotherapeutic agents 
and modern sanitation, “‘many physicians and scientists consider nutrition 
the most important environmental factor in health.” 


Meat, with its wealth of high quality protein, B complex vitamins and 
important minerals, plays an important role in the aim toward better national 
health. That the generous consumption of meat by the American people is a 
significant factor in attaining this goal is reflected in the statement that 
“most physicians feel that the high American consumption of protein is a 
good thing.” 


*Food for Your Heart, a Manual for Patient and Physician, Department of Nutrition, 
Harvard School of Public Health, Harvard University, The American Heart Association, 
Inc., New York, 1952. Copies available through local Heart Association. 


The Seal of Acceptance denotes that the nutri- 
tional statements made in this advertisement 
are acceptable to the Council on Foods and 
Nutrition of the American Medical Association. 


American Meat Institute 
Main Office, Chicago... Members Throughout the United States 
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Regardless of cause or patient 
age, the need for dietary sup- 
plementation frequently arises. 
Whenever such supplementa- 
tion is indicated to round out 
the intake of essential nutrients, 
a truly broad spectrum supple- 
ment—one that supplies not- 
able amounts of all important 
nutrients—will serve the pa- 
tient optimally. 

Ovaltine in milk, a delicious 
food drink, has long been widely 


Broad Speclhum 
DIETARY SUPPLEMENT 


prescribed for this purpose. As 
the appended table shows, it 
supplies substantial amounts of 
virtually all nutrients known to 
take part in metabolism, from 
biologically top-grade proteins, 
through the gamut of the essen- 
tial vitamins, to the minerals 
needed in trace amounts. 
Whenever the patient’s nu- 
tritional state must be im- 
proved, Ovaltine deserves the 
physician’s first consideration. 


THE WANDER COMPANY, 360 N. MICHIGAN AVE., CHICAGO 1, ILL. 


Three Servings of Ovaltine in Milk Recommended for Daily Use Provide the Following 
Amounts of Nutrients 
(Each serving made of 2 oz. of Ovaltine and 8 fl. oz. of whole milk) 
MINERALS VITAMINS 
me 
“PROTEIN (biologically complete) . 32 Gm. 
*CARBOHYDRATE 65 Gm 
*LIPIDS 30 Gm 
*Nutrients for which daily dietary allowances are recommended by the National Research Council 
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Upjohn 


absorbable 
hemostat: 


Available in a large variety of 
sizes and forms, including: 


Surgical sponges 

Compressed surgical sponges 

Dental packs (CGelfoam 
Gynecologic packs 


Nasal packs Trademark Reg. U.S. Pat. Off. | 8RAND OF AGSORBABLE GELATIN SPONGE 
Prostatectomy cones 


Tumor diagnosis kit 


The Upjohn Company, Kalamazoo, Michigan 
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INDICATIONS 


DOSAGE 


E specially effective against gram-positive 
organisms resistant to other antibiotics. 


L ow toxicity; reported side effects 
infrequent. 


S necial “‘high-blood-level’’ coating. 


ERYTHROCIN, 0.1-Gm. (100-mg.) Tablets, bottle of 25. 


TRADE MARK 


(Erythromycin, Abbott) 


Pharyngitis, tonsillitis, scarlet fever, erysipelas, pneumococcic 
pneumonia, osteomyelitis, pyoderma. Also other infections 
caused by organisms susceptible to its action, including 
staphylococci, streptococci and pneumococci. 


Total daily dose of 0.8 to 2 Gm., depending on severity 

of the infection. A total daily dose of 0.6 Gm. is often 
adequate in the treatment of pneumococcic pneumonia. 

For the average adult the initial dose is 0.2 Gm. 

to be followed by doses of 0.1 or 0.2 Gm. followed 

by doses in the same range every four to six hours. 

For severely ill patients doses up to 0.5 Gm. may be repeated 
at six-hour intervals if necessary. Satisfactory clinical 
response should appear in 24 to 48 hours if the causative 
organism is susceptible to ERYTHROCIN. Continue 

for 48 hours after temperature returns to normal. C1 Areott 


1. McGuire et al. (1952), J. Antibiotics & Chemo., 2:281, June. 
2. Heilman et al. (1952), Proc. Staff Meet. Mayo Clin., 27:385, July 16. 
3. Haight and Finland (1952), New Eng. J. Med., 247:227, Aug. 14. 
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but, loo, have 


THE WORLD MEDICAL ASSOCIATION 


as a member of the medical profession 
anywhere in the world , 
civilian...in the armed forces...retired | 


you will benefit fom... 


1. Joining 700,000 doctors from 43 nations in a worldwide movement to help 
you attain the highest possible level of medical practice and scientific advance. 


Reports obtainable only in the World Medical Association Bulletin which 
is issued to you quarterly and contains facts on scientific, economic and social 
trends affecting the practice of medicine. 


3. Letters of introduction to foreign medical associations, facilitating your 
professional contacts and exchange of ideas while traveling abroad. 


4. Representation before the World Health Organization, UNESCO, the 
International Labor Organization, and other important bodies in order to 
maintain the honor and defend the international interests of your profession 
when these organizations discuss measures concerning medical practice. 


5. The satisfaction of sharing the progress of American medicine with other 
lands and thus repaying them for the inspiration we have received from them. 


what affects world medicine—affects you 
your only voice inwould medicine 


W.M.A. Is Approved by the American Medical Association. JOIN NOW! 
We'd like to see you at our booth at the A.M.A. in New York 


Dr. Louis H. Bauer, Secretary -Treasurer 
U. S. Committee, Inc., World Medical Association 
2 East 103rd Street, New York 29, New York 


I desire to become an individual member of the World Medical Association, United States 


Committee, Inc., and enclose a check for $ , my subscription as a: 
Member —$ 10.00 a year 
__...Life Member — $500.00 (No further assessments ) 


Sponsoring Member — $100.00 or more per year 


SIGNATURE 


ADDRESS ' 


(Contributions are deductible for income tax purposes) 
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SENSE of well- being... 


Relief of menopausal symptoms was complete 


in practically 96 per cent of patients receiving 


“Premarin” and “General tonic effects were notewor 


“PREMARIN?” in the menopau 


Estrogenic Substances (water-soluble) also known as 
Conjugated Estrogens (equine). Tablets and liquid. 


*Perloff, W. H.: Am. J. Obst. & Gynec. 58:684 (Oct.) 1949. 
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the least 
bit of fuss... 


© The Best Tasting Aspirin you 
DISSOLVED ee y Can Prescribe. 
ON TONGUE —— ! | © The Flavor Remains Stable 
ee | Down to the Last Tablet 
in the Bottle, 


© 24 Tablet Bottle... 
2'A gr. each 15¢ 


2% DD) 1% 


Grooved Tablets — 
Easily Halved | 


CHILDREN’S SIZE 


BAYER ASPIRIN 


We will be pleased to send samples on request 
THE BAYER COMPANY DIVISION of Sterling Drug Inc., 1450 Broadway, New York 18, N.Y. 
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Right hepatie vein and 
crura of diaphragm 


nodes 


17 Paracardial lymph nodes 


1 Middle and left hepatic 7 Hepatic lymph node and — 14 Inferior gastrie lymph 21 Celiac rami of vagus 
veins hepatic rami of vagus nodes nerve and gastric mucosa 
> Righ 15 Diapl 22 Splenic lymph nod 
2 iht vagus nerve an laphragm Splenic ivinph nodes 
esophagus 
and suprapyloric lymph 16 Serosa Left gastric (coronary) 


vein and splenic rami of 
vagus nerve 


Superior gastric lymph 


nodes 18 Left vagus nerve and 
Greater layer 25 Gastric rami of vagus 
11 Superior mesenteric 
5 Portal vein and hepatic artery and vein 19 Abdominal aorta and 
artery 12 Subpylorie lymph nodes circular muscular layer 26 —_ gastroepiploic artery 
. . . ane vein 
6 Celiae plexus and celiac 13 Right gastroepiploic 20 Left gastric artery and 


artery artery and vein 


This is one of a series of paintings for Lederle by Paul Peck, illustrating the anatomy of various organs 
and tissues of the body which are frequently attacked by infection, where aureomycin may prove useful. 


oblique muscular layer 27 Gastric lymphatic plexus 


— 


n perforated. VISCUS, 

in elective surgery of the stomach, 
as well as for 

gastroenteric infections 


Aureomycin 

or control infection in all 

the tissues and body fluids 


C Literature available on reguest- 


LEDERLE LABORATORIES DIVISION 


awenscan Cyanamid company 
30 ROCKEFELLER PLAZA, NEW YORK 20, N. Y. 
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SMOOTH 


diuresis 


With suitably regulated doses, Thiomerin 
promotes gentle, sustained diuresis. Self- 
administration, under the physician's guid- 
ance™, is as practical as with insulin. 


Thiomerin 


SODIUM 


MERCAPTOMERIN SODIUM WYETH 


Council-Accepted Mercurial Diuretic for Subcu- 
taneous, Intramuscular, or Intravenous Injection. 
*A supply of printed instructions for patients will 
be sent to physicians on request. 
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Reason for 


the Continuing Decline 
in Maternal Morbidity 
and Mortality... 


Eli Lilly and Company a 
Indianapolis 6, Indiana, U.S.A. 


= 
No. 1572 : 


POISON 


(Ergoneyine Maleate, 
S.P., Lilly) 
1/320 gr. (@.2 mg.) 


CAUTION — Federal law 
prohibits dispensing with- 
eut prescription. 


Lea, 


SLI LILLY AND COMPANY 
INDIANAPOLIS, U.S.A. 


For sustained contraction 


= : of the postpartum uterus 


AMPOULES AND TABLETS 


Maleate 


(ERGONOVINE MALEATE, U.S.P., LILLY) 
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THE ELECTROCARDIOGRAPH ELECTRO- 
LYTES, AND TOXEMIA OF 
PREGNANCY 


F. Preston, M. 
Epwarp M. Bonan, M. D., 
and 
J. Ricuarp Duruam, M. D., 
Wilmington, Del. 


Myocardial damage occurring pregnan- 
cy has interested observers for many years. 
In 1937, Gouley, MeMillan, and Bellett' re- 
ported an idiopathic myocardial degenera- 
tion associated with pregnaney (and especial- 
lv the puerperium) with autopsy findings 
revealing edema of the endocardium, round 
and epithelial cell infiltration, and foci of en- 
docardial thrombosis. Pulmonary infarction 
was sometimes seen. The electrocardiograms 
showed inverted T waves, but were not diag- 
nostic of a specific entity. In 1948, Wallace 
et al’ reported two cases of toxemia with elec- 
trocardiographic changes suggesting atypical 
anterior infarction or strain. One case showed 
restitution in two weeks. He believed the 
electrocardiographie changes could be divided 
into those normally occurring in pregnancy 
due to change in heart position and hydremia, 
those due to toxemia per se, or those due to 
toxemia plus cardiac failure. Mendelson* re- 
ported two cases of isolated myocarditis in 
pregnancy; autopsy revealed both hearts to 
be enlarged, and he eoneluded that the eti- 
ology was obscure. In most cases of eclampsia, 
the heart was found to be more or less in- 
volved at autopsy and was perfectly normal 
in only eight out of one hundred and two 
autopsies analyzed by Polak.‘ According to 
Schmorl,’ the changes usually consisted in 
degenerative processes in the myocardium. 
Disregarding cloudy swelling and fatty de- 
generation, which were frequently present, he 
found hemorrhage and necrosis in the myo- 
ecardium in forty-three of seventy-three au- 


* From the Department of Obstetrics and Gynecology, 
and of Medicine, St. Francis Hospital. 


topsies. In the neighborhood of the hemor- 
rhages, the muscle fibres were disintegrated 
into hvaline lavers usually with the nucleus 
gone and the transverse striations no longer 
recognizable. 

In Way’st more recent studies of thirty- 
three cases, the heart was the site of hemor- 
rhage in twelve patients; four of these showed 
focal necrosis of the myocardium with slight 
cellular reaction. There were two cases of 
myocarditis, one characterized by focal ag- 
gregation of polymorphonuclear leucocytes 
and the other a diffuse seattering of round 
cells, 

Clinically, the frequeney of pulmonary 
edema and cyanosis in severe eclampsia sug- 
vests heart failure; moreover, autopsy find- 
ings indicating cardiae damage is not uncom- 
mon. Stroganoff* was impressed with the im- 
portant role played by heart failure in 
eclampsia and included digitalis in his regime 
of therapy. White stated that ‘‘there may be 
serious toxic myocardial dilitation with acute 
heart failure and pulmonary edema™’ in the 
acute hypertension associated with toxemia. 

In 1946, Wallace et al* examined the elee- 
trocardiographie records of twelve patients 
suffering from toxemia and found significant 
changes in six with actual left ventricular 
failure in two of these. They felt that the al- 
terations simulated those occasionally seen in 
acute nephritis and attributed them to loeal 
myocardial necrosis, infiltration and edema, 
rather than to myocardial infarction  see- 
ondary to occlusion of the coronary artery. 

Szelely and Snaith* made detailed observa- 
tions of the heart in nineteen unselected cases 
of toxemia of pregnancy and found that seven 
cases showed significant clinical and/or elee- 
trocardiographie changes. Left ventricular 
failure was observed in three, and one of these 
also showed T wave changes similar to those 
seen in anterior myocardial infaretion. Sig- 
nificant electrocardiographie changes were 
seen in five, these changes consisting of 
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transient alterations of the T waves usually 
in both standard and chest leads. 

(n the other side of the question, Hamil- 
ton, on the basis of a large experience with 
heart disease in pregnancy, has taken a very 
strong stand, stating ‘‘our present opinion 
is that uneomplicated pre-eclampsia or 
eclampsia causes neither heart failure nor sig- 
nificant acute myocarditis.’’ Over the years, 
he has carried out a searching study of this 
problem and is still looking for a case where 
undoubted myocarditis of clinical importance 
appears during uncomplicated eclampsia or 
pre-eclampsia. In regard to edema of the 
lungs, he believes that this is due to causes 
other than cardiae weakness. 


There is, therefore, a decided difference of 
opinion amongst cardiologists in regard to 
the role which cardiae alterations play in the 
pathologic physiology of this disease. This is 
most regrettable, since the question has to do 
with such important problems as the justifi- 
cation of digitalization in pre-eclampsia and 
eclampsia, Despite Hamilton’s opinion, many 
obstetricians cannot help but be impressed 
by the abundant evidence documenting the 
contrary point of view, and for some years 
they have digitalized all eclamptic patients. 

Cask Report 

Mrs. ©. D., twenty-two, referred to the St. 
Kranecis Hospital by Dr. A. R. Cruchley, a 
primipara in the sixth month, was admitted 
2/18/52 having had one convulsion, plus 
edema of the ankles and hands with nausea 
and vomiting of one month’s duration. Fatal 
heart sounds were heard at the rate of 140 
per minute, and a labile hypertension was 
present, with readings over a nine day period 
‘arying from 122/80 to 170/112. The labora- 
tory reported blood urea 23 mg.%, urie acid 
5.5 mg.%, and total protein 5.6 gm. w'th al- 
bumin 4 and globulin 1.6. Repeated urinaly- 
ses showed 4 plus albuminuria with specific 
gravities running between 1.012. and 1.027. 
The patient seemed confused and responded 
poorly to questioning. Her muscle tonus sug- 
vested a pre-eclamptie state. This diagnosis 
was entertained and treatment with mag- 
nesium sulphate intramuseularly, low sodium 
diet, and intravenous fluids resulted in slight 
improvement. The patient was afebrile 
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throughout this admission and was discharged 
2/27/52. No electrocardiogram was taken. 

Qn readmission 3/6/52, edema had_ in- 
creased, involving the ankles, legs, vulva, and 
buttocks. No dyspnea, cyanosis, or fever were 
present, although moist basal rales were de- 
tected. Heart size was normal by X-ray, but 
the costophrenic angles were partially ob- 
secured with possible effusion at the left base 
(see Fig. 1). No fetal heart sounds or move- 
ment could be detected, and blood pressure, 
particularly diastolic, was now persistently 
elevated. 

lig. 2 reveals serial electrocardiograms 
which could be interpreted as atypical an- 


Fig. 1. Six foot plate showing normal heart size 
with possible effusion at left base. 


terior infarction or strain pattern. Daily urin- 
alyses continued to show 4 plus albuminuria 
and some granular casts, but appropriate lab- 
oratory studies failed to reveal nitrogeneous 
retention, anemia, acidosis, or blood protein 
derangement as a factor in the STT changes. 
Opthalmological consultation (Dr. W. O. La- 
Motte, Jr.) showed no retinal changes. 

On Mareh 7th, the patient’s condition had 
deteriorated considerably and it was felt that 
electrolyte studies should be determined. 
Since it is well known that the syndrome of 
eclampsia may be at times superimposed upon 
intrinsie renal disease, studies of serum elee- 


— 
car 
4 
4 
4 
Rat 
2 
ae 
: 
: 


May, 19538 


trolvtes were done. These revealed a low sodi- 
umof 129 mEq Land a high potassium, 6.25 


with a CO2 of 17 
chloride of 65 mEq L. These determinations 


mkq a 


suggested a decrease in the osmotic pressure 
of the extracellular fluid, and the problem 
of restoring this arose. Since it is known that 
abnormalities of the extracellular fluid) may 


i 
tA. 
j 


Fig. 2. Serial electrocardiograms. See text. 


eause a further deerease in renal funetion in 
patients with advanced renal dystunetion, it 
was, therefore, decided to vive this patient 
an isotonic infusion of sodium chloride lae- 
tate (750 ce. normal saline plus 250 ee. of 16 
molar lactate). A more livpertonice solution 
was not chosen beeause of the fact that the 
content of 155 mEq L of the isotonie solu- 
tion was hypertonie at that time for the pa- 
tient’s serum. It was felt that this solution 
would tend to lower the serum potassium and 
mildly restore the structure of the extracel- 
lular 
Immediately following the electrolyte in- 
fusion, the patient was svmptomatically im- 
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proved and able to eat her dinner. Several 
hours later, the patient was given 500 ce. of 
blood. Within 80 minutes of the end of the 
transfusion, the patient 
respiratory distress and went into aeute pul- 


experienced acute 


monary edema. Following the blood that was 
administered, the patient became relatively 
oligurice, and passed only 1,200 ce. of urine in 
the next 32 hours. It 
hours after the transfusion the patient spon- 


is of note that several 


taneously voided 50 ce. of blood tinged urine. 
Urinalysis the following day revealed a de- 
crease in the albumin and an alkaline pil. It 
is felt that this represented 
fusion reaction and that the alkaline medium 


a type of trans- 


prevented further renal damage. In view of 
some contusion as to the cause of the acute 
congestive failure, further electrolyte therapy 
was not felt advisable. 

Supportive therapy with digitalis, oxvgen, 
and intramuscular magnesium sulphate was 
continued. No mereurial diuretics were used, 
and adequate urinary output returned. Fetal 
heart sounds were not elicited, and vaginal or 
rectal examination was impossible due to the 
marked edema of the parts. Because of the 
latter, the patient was taken to the delivery 
room, and under sterile precautions, the vulva 
and perineum were sacrificed with a knife, and 
vlycerine and magnesium sulphate compresses 
applied to relieve the localized edema. These 
measures of dehydration proved so effective 
that within 
(W.EFLPL) delivered a 
(thirty-two weeks gestation ) 
without 
anesthesia. The placenta delivered complete. 

Her postpartum 
return to 
edema, and clearing of proteinuria. As’ will 
rig. 2, 


partum electroecardiograms of 3°18 52) and 


one of US 
fetus 
spontaneously 


forty-eight hours, 


macerated male 


laceration, under gas-oxvgen-ether 


course showed vradua!l 


hormotension, disappearance of 


be observed in however, her post- 
3/22 52 continued abnormal, actually reveal- 
Ing greater T wave negativity than observed 
before. The patient was discharged clinically 


well on 3 22°52. Cardiovascular examination 
on) 6/92 (see last eleetrocardiogram in Fig. 
2) was entirely normal. 
REVIEW OF THE LITERATURE 
The reason for correction of this unusual 
state of dehydration plus edema in the same 


disease was based on the work of Turner. De- 
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Lozier and Whitacre,” who used isotonic nor- 
mal saline to correct low sodium levels in 
eclampsia. If dehydration only is” present, 
these writers do not routinely use normal 
saline, but 5% dextrose in distilled water at 
the rate of 60 drops per minute; neither do 
they give more than 1,000 ce. of the isotonic 
glucose solution in any six hour period al- 
though 4,000 e¢. per 24 hours has been given., 

It must, therefore, be recognized that 
eclampsia and pre-eclampsia are fertile fields 
for electrolyte imbalance which may demand 
eareftul evaluation and therapy. 

Klectrolyte therapy has already taken its 
place in medicine and surgery, and there is 
some reason to believe that the obstetrical pa- 
tient is prone to these metabolic changes, al- 
though there are other schools of thought, as 
referred to in later paragraphs. 

Neubauer,® one of the pioneers in electro- 
therapy, ‘‘salt) restriction may be 
harmful at times, the tubules of the kidney 
losing salt in large amounts. This svndrome 
may oceur in the presence of edema, and hy- 
pertonic sodium chloride of 3 to 5% may be 
necessary to enable the kidney to resume its 
normal function. The simplest urine for ex- 
cretion is an iso-osmotic urine where little 
renal energy is required.”” He reports a case 
refractory to mereurial diuretics, responding 
to hypertonic sodium chloride plus mercurial 
diureties with loss of nearly all of the edema. 

In 1948, Fox? published a detailed deserip- 
tion of serum and urine electrolyte changes 
in nephrosis, treated with the combined salts 
of sodium and potassium acetate. He was 
able to show that in the edematous phase of 
the disease there was a lowered serum sodium 
and that the urine was hypotonic for sodium. 

Kvidently our thinking must be revised in 
reference to edema. We must think in two 
dimensions; that is, in the intracellular and 
extracellular compartments, and furthermore, 
consider their relation to each other and to 
the intake and output of fluid and electro- 
lvtes, 

In reviewing the literature on myocardial! 
changes occurring in’ pregnaney, including 
clinical and pathological studies, one is im- 
pressed with the obseure nature of this 
malady. Since most of the reports were writ- 
ten before the days of electrolyte study, we 
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believe this ease with its sodium and potas- 
sium levels is worth recording. These electro- 
lyvtes apparently plaved no part in the elec- 
trocardiographie changes, and, while caleium 
levels were not accomplished, the QT times 
do not suggest this to be a factor. The out- 
standing biochemical alteration in pre- 
eclampsia and eclampsia is water retention 
over and above that found in a normal preg- 
naney; indeed, the edema of the eclamptic 
svndrome may be regarded as an exaggera- 
tion of that often seen in normal pregnaney, 
and whatever causes the one is probably re- 
sponsible also for the other. The accumulation 
of tissue fluids seen eclampsia, ino other 
words, represents simply a physiologic pro- 
cess gone awry. Water retention and sodium 
retention are so inseparably connected that 
it is not possible to state whether the edema 
seen in acute toxemia, as well as In norma! 
pregnaney, represents a primary disorder of 
water or of sodium metabolism. The evidence 
that sodium chloride is retained in the tox- 
emias is several fold. Rupp gave five grams 
of sodium chloride to normal pregnant wom- 
en and to women suffering from the tox- 
emias of pregnancy, and then investigated the 
resultant changes in the chlorides of the 
blood and urine, in order to deduce the fate 
of the salt. Ino normal non-pregnant indi- 
viduals, the ingestion of this amount of sodi- 
um chloride was followed by a marked rise 
in the blood chlorides, together with a simul- 
taneous increase In the urinary output of 
sodium ehloride. In normal pregnant women, 
on the other hand, blood chlorides augmented 
only slightly after feeding while the urinary 
excretion of chlorides was delaved. In cases 
of toxemia with edema, this effect was still 
more marked, the ingestion of sodium chloride 
having no effect on either the blood or urin- 
ary chlorides—all of the ingested salt being 
held by the tissues. Finally, Rupp* analyzed 
the edema fluid of these patients, and showed 
that in cases of toxemia with edema, the in- 
gestion of salt caused characteristie in- 
crease In the sodium chloride content of this 
fluid. 

The observations of Hardy and Van Wyck,‘ 
made some years ago, are also pertinent to 
this problem. The authors gave several pa- 
tients, who were suffering from various 
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grades of toxemia of pregnancy, intravenous 
injections of 3800 ce. of six per cent sodium 
chloride solution in the belief that this might 
be a valuable therapeutic measure. The re- 
sults were well-night disastrous. One patient, 
who had received two such injections within 
twenty-four hours developed fulminating 
pre-eclampsia with dramatie suddenness, and 
worse still, went shortly into actual eclampsia 
and had three typical convulsions. Meanwhile, 
the blood pressure had risen from = 128/100 
to 200 140 and the albuminuria had more 
than doubled in intensity. The patient  re- 
covered, but the authors wrote that they had 
no Wish to continue their observations in this 
direction. They believed firmly that a high 
intake of salt ingested at the right moment in 
a developing toxemia will produce albumin- 
uria, increase the blood pressure, and even 
cause convulsions in a short period of time. 
Renal function studies indicate a decreased 
ability to concentrate sodium chloride during 
pregnaney, an impairment which is intensi- 
fied in toxemic patients. 

(Concerning the effeet of magnesium, Stan- 
burg and Farah® have demonstrated that this 
ion can decrease the heart rate by direct ae- 
tion on the SA node and may abolish extra- 
systoles or abnormal rhythms in overdosage 
of digitalis preparations. In dogs, the cardiac 
output was decreased, but coronary flow and 
stroke volume were increased. The effects ob- 
tained paralleled serum magnesium levels and 
calcium ions reversed its effects. No electro- 
cardiographie changes were reported by these 
authors. 

In fulminating pre-eclampsia ( as well as 
in eclampsia) magnesium sulphate intra- 
muscularly or intravenously is regarded as a 
most valuable agent and this is attested by 
the eperience of numerous ¢linies over: many 
vears. The efficaey of magnesium sulphate as 
a central nervous system depressant and as 
a vasodilator is well known and is substan- 
tiated by a large amount of experimental and 
clinical evidence. In 1925, Blackfan and 
Hamilton® observed that intravenous injee- 
tions of magnesium sulphate produced a 
favorable influence by lowerlng the blood 
pressure and increasing the flow of urine in 
children suffering from hemorrhage nephri- 
tis. These observations have been confirmed 
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by numerous workers and, more recently, 
Haury has shown that intravenous injections 
of magnesium sulphate produced a marked 
dilitation of the splanchnic organs including 
the kidneys. Since both sedative and vasodila- 
tor effects of magnesium sulphate are ur- 
gently to be desired in the treatment of pre- 
eclampsia and eclampsia, it is not surprising 
that this drug has been widely employed in 
the management of these conditions over the 
past twenty vears, 

It is important to reeall that toxie signs 
and symptoms do not appear until the serum 
magnesium reaches 10 to 12 mgs. per 100 ce. 
At, or near this level, the knee jerks disap- 
pear. Between 12 and 15 mgm. per 100 ¢e., 
respirations are likely to cease, and when the 
serum magnesium concentration reaches 15 
mems. per LOO ce., cardiac aetion may stop 
and death ensue. Eastman has emploved this 
drug in over four hundred cases with rether 
large total dosages, and believes that it is pos- 
sible to administer magnesium sulphate in- 
tramuscularly in several times the dosage 
usually employed without approaching haz- 
ardous levels of serum magnesium, On the 
basis of his experience, which includes more 
than 300 serum magnesium determinations 
done at various times after the administration 
of the drug, he feels, in the first place, that 
it is entirely safe to administer 10 gms. intra- 
museularly as an initial dose, followed by 5 
yms. every six hours. He has continued this 
for as long as two or three days with total 
dosages reaching 60 to 110 gms. and never 
has observed a serum magnesium level of 
above 7 mgms. per 100 ce. Usually, the range 
obtained by such dosage is between 4 and 6 
mgms. per 100 ce. In the second place, it ts 
his impression that such levels of magnesium 
contributed substantially to the lowering of 
the blood pressure and prevention of convul- 
SIONS. 

In this case report, no ¢linieal signs of 
magnesium intoxication were encountered, 
and, although no serum levels were obtained, 
the electroecardiograms continued to show ab- 
normalities both before and after the use of 
magnesium, Smith, et al,* reporting on elee- 
trocardiographic changes following intra- 
venous magnesium in dogs, found AV and 
intraventricular block patterns produced by 
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high dosages of this ion, but with no T wave 
changes of any moment. Henee, it appears 
that this electrolyte had no bearing on the 
changes in the tracings. 

It is our belief that absorption of toxic 
products from the fetus may in some manner 
damage the myocardial cells and effect  re- 
polarization, which, in this case, proved re- 
versible. It is hoped that further study of 
similar cases will lead to a better understand- 


ing of this abnormality. 
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FURTHER OBSERVATIONS ON THE USE 
OF THE POST -PRANDIAL BLOOD 
SUGAR IN THE TREATMENT OF 
DIABETES MELLITUS 
Apparent Cure of Three Obese Diabetics 
Kpwarp M. M. D., 

Joseru ACKERMAN, M. D., 
Thomas V. Ilynes, 
and 
Haroup A. Tarrant, M. 
Wilmington, Del. 

ADVANTAGES OF Post-PRANDIAL SUGAR 
ESTIMATION 

Since the original publication of Sindoni! 
on post-prandial sugar in diabetes mellitus 
and its comparison to fasting sugar, the use 
of the post-prandial sugar has become more 
prevalent in the diagnosis and treatment of 
the disease. In 1939 the relationship between 
blood sugar and urine sugar was clearly de- 
seribed by him and it was concluded that the 
use of the blood sugar as a guide? in the treat- 
ment of this disease was far superior to the 
urinanalysis. At this time he said ‘‘in view 
of the high imeidence of disturbed carbohy- 
drate metabolism frequently escaping detec- 


° om the Department of Metabolism, St. Francis Hos- 
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tion by examination of the urme for sugar 
and the serious consequences resulting there- 
from, blood sugar estimations, fastine and 
after meals, should be indispensable in early 
and latent recognition and treatment of dia- 
betes mellitus.”° When one realizes that about 
11% of diagnoses are missed by taking fast- 
ing sugars, there seems to be a need for great- 
er attention on our part to the use of this 
method of diagnosis and treatment. The at- 
tention should be directed not only to the 
physicians of America bat also to the doctors 
of the world. When one gets * feasting’ sugar 
conscious, amazing revelations come to our 
minds. One of these is the normal post-pran- 
dial sugar. What is its value? This is found 
in the writings of Sindoni,'= and also in a 
later paper by Ackerman and Bohan*® whieh 
only served to follow his teaching and verity 
the work originally done by him. The blood 
sugar alter meals does not exceed the fasting 
level of 120 me. in normal persons. Recently 
a lady with a diabetic family history had a 
fasting blood sugar of SS mg. per LOO ce. of 
blood but a post prandial sugar of 140 meg. 
This reading is abnormal. A glucose tolerance 
test done under standard conditions (previous 
three day diet of at least 300 em. of carbo- 
hvdrate) was definitely abnormal. This is an 
example of similar cases observed at the Phil- 
adelphia General Hospital, St. Joseph's 
pital, St. Agnes Hospital in Philadelphia and 
St. Francis Hospital in: Wilmington by Sin- 
doni, Gerber, Bove? and the authors. 

In the treatment of diabetes mellitus with 
the use of the post-prandial sugar an attempt 
is made to keep the sugar level between 170 
my. to 220 mg. per 100 ee. of blood in the 
insulin treated patient. This is the compatible 
level deseribed by Sindoni,' the level at which 
the patient is comfortable and in good general 
health without diabetic symptoms. In a 
scientific paper to be published soon, he re- 
ports 53% of his patients discontinuing in- 
sulin with this method of treatment. 

THe OBESE DIABETIC 

During the treatment of three obese dia- 
beties with diet and insulin and employing 
the post-prandial sugar as a guide, it was 
found as the weight was reduced, the insulin 
was discontinued, and the post-prandial sugar 
returned to normal levels with apparent cure 
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of the diabetes. This so-called cure has been 

reported before, but not using the post-pran- 

dial sugar as a guide in treatment. 

The relationship of obesity to diabetes is 
well known and is often interpreted as one of 
the causes of the disease. Varying estimates 
place the percentage of diabetes occurring in 
the obese person between 70 and 80%. The 
disease is eight times commoner than in those 
of average weight. Ten thousand children are 
less likely to have diabetes than ten middle- 
aged obese persons, Stone® reports twenty- 
five per cent of the population of the United 
States to be overweight. The frequent associa- 
tion of gall bladder disease and diabetes may 
partly be due to the obesity as a common de- 
hominator although the former is nine times 
more common when the patient Is a diabetic.® 
lavorite words of Elliott Joslin? diseuss- 
ing obesity as an etiological faetor in diabetes 
are ‘‘fat man’s folly’ and ‘‘open door to 
diabetes. 

The history of past overweight may be of 
vreat importance in ¢classifving the type of 
diabetic one is dealing with. Loss of weight 
may have oecurred with an already existent 
and uncontrolled diabetes. In a recent analy- 
sis of the weight of persons developing dia- 
betes after forty, it was found that 60% had 
previously been markedly overweight and an 
additional 25% had been moderately over- 
weight. Only 15% did not give a history of 
obesity preceding the diabetes. When detee- 
tion of hyperglycemia has been made an ef- 
fort should be made to classify the type of 
the diabetes. Ucko™ makes five classifications : 
a. Juvenile or brittle type. 

b. Hepatie type: hyperglycemia of liver 
origin. 

¢. Climacteric: diabetes occurring at this age. 

d. Bronze diabetes or hemochromatosis: an 
iron metabolic disorder. 

e. Endocrine type: hyperglycemia seen in hy- 
perthyvroidism, hyperpituitarism, and hy- 
peradrenalism. 

To this outline may be added two more hu- 
man types of the disease: the obese type, since 
it does not tall under the endocrine e¢lassifi- 
cation except in certain cases, and those cases 
due to direct invasion of the pancreas by in- 
flammation or tumor. 

Another — classification,’ 


phvsiologie — in 
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scope, IS sometimes made according to the in- 

sulin content in the human body, whieh de- 

ficiency, may be absolute or relative: 

a. Hereditary deficiency of beta cells of the 
pancreas. 

b. Destruction of the beta cells by (1) phar- 
macologic agents, e.g. alloxan. (2) disease 
as chronie pancreatitis or tumor of the 
organ, 

ce. Exhaustion of beta cell activity because of 

an excessive demand for insulin, e.g. obese 

type of diabetes. 

Deficiency of insulin’ pereursors as glu- 

tathione (a suggestion was made of amino 


acid deficiency as a possible cause of in- 

sulin deficiency in a paper published by 

one of the authors! 1947.). 

e. Extra-pancreatie causes may be due to an- 
tagonism to insulin from its mates in the 
vlandular system, e.g. anterior pituitary, 
adrenal cortex or thyroid gland, or to 
peripheral inactivation of insulin with 
failure of end organ response. 

Evidence of correlation between maternal! 
obesity of a progressive type, the birth of un- 
usually large babies and ensuing maternal 
diabetes has been demonstrated by Gilbert.!! 
Ile suggests that excessive secretion of the 
vrowth factor during pregnaney may account 
for these associated phenomena. Girowth hor- 
mone has been shown to be the most impor- 
tant anterior pituitary factor outside ACTH. 
Its natural action is to inhibit the peripheral 
utilization of sugar, thereby antagonizing the 
action of insulin. 

An interesting study was made in Scotland 
on 413,110 Scottish recruits during the last 
World War. Munro, Eaton and Glen'? found 
no relationship between the presence of a 
positive family history and the severity of the 
disease. The frequeney of diabetes with a posi- 
tive family history in obese and hypertensive 
patients did not differ from that of the group 
of diabetics as a whole. The hereditary factor 
does not seem to be concerned with obesity 
but more with the diabetic status of the an- 
cestry. If neither parent has been identified 
asa carrier or a potential diabetic, the chance 
of the child developing diabetes is theoretical- 
ly zero. 

Since the greatest single cause of obesity 
is overeating, it is readily seen why the in- 
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cidence of diabetes is reduced in rationing 
periods as in France during World War I. 
Qn the other hand, beeause the children of 
most families tend to follow the eating habits 
of their parents, eating more by rhyme than 
reason, the tendeney of obesity is to be 
familial. Obesity may also be induced by the 
endocrine patterr set inte many families. Hy- 
pothalamice dysfunction may greatly dispose 
to obesity. Overactivity of the anterior lobe 
of the pituitary or of the adrenal cortex are 
known to be associated with obesity. All of 
these observations suggest that a reason tor 
the obesity should be searched tor when dia- 
betes and obesity are found to be associated. 
lor example, it is easy to miss an adrenal 
tumor which can be diagnosed more easily 
today than a few vears ago. 

The obese diabetic usually follows a mild 
even course as compared to the juvenile or 
brittle type of diabetes. It is Short’s'* opin- 
ion that the diabetic state in obesity is due to 
pancreatic exhaustion. John'* believes that 
this destruction of the islets of Langerhans 
is reversible in the early stages. Long!® says 
that the obesity brought on by overeating de- 
posits fatty acids in the depot areas of the 
hody. These fatty acids require insulin over 
and above that needed to maintain weight. 
Iie believes that the abnormal strain on the 
pancreas in the obese diabetic virtually 
amounts to a partial pancreatectomy. Law- 
rence'® of England has a different theory as 
to the high incidence of diabetes in the obese 
middle-aged man or woman. He suggests that 
the hyperglycemia and glycosuria are a re- 
flection of the deficient capacity of the over- 
loaded fat cells to form more fat trom carbo- 
hydrate. Thirty years ago Allen and his co- 
workers'’ found that a partial pancreatec- 
tomy in dogs which had no apparent effect 
when they were eating in the usual way was 
followed by diabetes when the dogs were fat- 
tened by overfeeding. 

In the detection of diabetes the chances are 
much better of finding the diabetie in the 
obese, and in those hereditarily prone to the 
disease. A study made of 25 known or sus- 
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pected cases of diabetes by Ackerman at the 
Savannah River Plant of the DuPont Com- 
pany disclosed 12 with abnormal blood sugars 
at the 14 hour to three hour post-cibal level. 
Of the 12, 9 or 75% were overweight. 


APPARENT CURE OF DIABETES 

Diabetes in some people is subject to wide 
variations in severity, It often becomes milder 
in associated kidney disease, in jaundice or 
following a cerebral accident. These varia- 
tions are not in the same category as ap- 
parent cure. The latter means that to all in- 
tents and purposes the diabetic state is in- 
detectable by present known methods of diag- 
nosis. Glassberg'® reports apparent cure mn a 
‘ase of diabetes associated with cirrhosis of 
the liver, In his case there seemed to be some 
evidence of relationship between body 
weight and the improvement in the glucose 
tolerance curve, the curve improving as the 
weight dropped. The person with apparent 
cure retains the potentiality to develop. the 
diabetic state again. 

Since three cases of this tvpe were seen by 
the authors within the past two years, it was 
thought worthwhile to report them. All were 
followed with post-prandial blood sugars. No 
glucose tolerance tests were done because they 
seemed to be frank diabetics to start with and 
after their post-prandial blood sugars were 
found to be normal over a period of months 
glucose tolerance was not done because of 
the danger of upsetting the delicate carbo- 
hydrate metabolism. 

Cask No. | 

A male diabetic age 55 vears. Height 
2» 10°. Weight 228 Ibs. He had no knowldege 
of the disease until he was brought into St. 
rancis Hospital in diabetic acidosis. He had 
heen drinking large quantities of fluid for the 
past three weeks. His family history was neg- 
ative for diabetes. Blood sugar on admission 
was 750 mg... CO2 was not taken until the 
next morning and was 40 volumes per cent. 
With intensive therapy for acidosis the pa- 
tient made a gradual recovery over a period 


of approximately three weeks. The following 
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table 


shows the 


trend 


ot 


DELAWARE STATE Mepicat JouRNAL 


the blood sugars 


and the gradual reduction of weight. With 
35 Ib. weight loss the post-prandial blood 
sugar became normal and has remained at 
that level since that time. 
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Insulin and admitted to St. Francis Hospital. 
Marked visual disturbance resulted from the 
Insulin which was discontinued before the pa- 
tient left the hospital. After becoming an of- 
fice patient weight reduction was steady and 


TABLE 1 


HOSPITAL ADMISSION 


Blood Sugar 


Daily Other 


Date mg. per 100 ce Time Symptoms Weight (lbs.) Insulin Units Notes 
1951 
8-27 790 meg. 3 PM Coma 228 320 plain Blood urea 
45 meg. 
8-27 500 meg. 11 PM Semi-cCoMa 
400 meg. 1 AM 227 plain CO2 40 vol. % 
&-28 72 mg. 9 AM re Urea 72 mg. 
&-28 150 mg. 1 PM 
8-29 450 mg. & AM Disoriented __...... 238 plain Plasma acetone 
negative 
&-30 530 meg. AM Disoriented _...... 140 plain 
8-30 320 mg. 1 PM Improving ...... Urinanalysis 
Alb. + + 
Sug. + 4 
micro. neg. 
265 meg. AM Improving __....... 130 plain Urea 19 mg. 
8-31 220 mg. 3 PM Improving __ ...... 
9- 1 147 mg. AM Improving __....... 100° plain X-Ray chest 
normal 
9- 215 mg. 3 PM Improving __...... satin 
9- 2 320 mg. post-prandial Improving ___....... 85 Globin Diet full diabetic 
9- 3 194 mg. | 90 Globin 
9- 5 194 mg. 65 Globin Skull X-Ray 
negative 
negative 
7 194 meg. 60 Globin Diet: 100 P 
60 F 
9-10 164 meg. 60 Globin 150 CH 
9-13 187 mg. ay 40 Globin 
OFFICE FOLLOW-UP 
9-20 130 mg. p.p. 2 hrs. 210 25 Globin 
9-24 133 meg. p.p. 2 hrs. 206 20 Globin Diet same 
9-30 S4 mg. 193 12 Globin 
105 SG mg. 192 Globin 
10-11 90 mg. tia 191 No insulin 
10-17 S4 mg. 188 
10-31 93 meg. 187 
1-10 52 106 mg. ™ 183 
3- 2-52 80 mg. 186 
10- 9-52 112 mg. 186 
1-20-53 96 meg. 18S 


A male patient, age 952. 


(‘ask No. 2 
Height 5° 


614°”. 


Weight 180 Ibs. Family history revealed one 
sister with diabetes. A blood sugar was taken 
because of extreme thirst, loss in weight of 
15 Ibs., in two months and itech. Fasting sugar 


550 my. Patient was given ten units of Globin 


lie Was maintained on this reducing regime. 


Following a weight loss totalling 24 Ibs., the 
blood sugar remained at normal level post- 
cibally. The following table shows the trend 
of his successful loss in weight and the ap- 


parent cure of the diabetes. 
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TABLE 2 


HOSPITAL ADMISSION 


May, 1953 


Z2hr P.C. 


Blood Sugar Daily Other 
Date mg. per 100 ce Symptoms Weight (lbs.) Insulin Units Notes 
1950 
9-18 meg. Very thirsty, 1SO 10 Globin Diet 
itch, loss in wt. P 100 
60 
9-19 loo Slight Thirst 15 CH 150 
9-20 10 
9-21 Improved 10 Marked visu- 
No symptoms 10 al disturb- 
off insulin 
3 i322 176 0) Discharged 
OFFICE FOLLOW-UP 
10-10 128 my. 173 Diet 
10-17 130 me. No 173 No as 
10-24 171% above 
10-31 Symptoms 170 Insulin 
166 
11-14 164 
11-21 162 
11-28 — 166 
12-31 98 “ 163 
1951 
l- 4 161 
2-5 160 
3-8 15S 
2 — 157 
— 156 
| 157 Diet 
152 
2- 6 104 155 70 
1953 CH 180 
1-11 98 * 156 CH 20 H. S. 


(‘ase No. 3 
A male patient, Height 5° 6°’. 
Weight 192) Ibs. mother and brother 
have diabetes was admitted to St. Francis 
Hospital for surgical repair of an inguinal 


age 4. 


whose 


hernia. A) diagnosis of diabetes mellitus was 
made, after the history revealed thirst, weak- 
ness and 1D tbs. of weight loss. The diabetes 
was brought under control and the patient re- 
turned for the operation at a later date. In- 
sulin was discontinued and the patient, ap- 
parently cured, returned to 
sugar with absence of symptoms of diabetes. 
Table 8 shows the course of the 
in this patient, with the same result) in 


normal blood 


clisease 


Tables and 2. 


Three obese diabeties who had initial blood 
sugars between 3860 me. and 750 me. were 
reduced ino weight until the blood sugars, 2 
hours posteibal, were in’ the normal 
(SO0-120 mg.). 


the weight did not imerease the sugars” re- 


‘ange 


It was found that so long as 


mained normal. No symptoms or signs of dia- 
betes mellitus remained. After stabilization 
with unmodified insulin, globin insulin) was 
used as the long aeting insulin ino maintain- 
ing control. 

The use of the post-prandial sugar in treat- 
ment was found to be a satisfactory guide. No 
urinalyses were used to check the course of the 
disease.” After discharge of the patients from 
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TABLE 3 
HOSPITAL ADMISSION 


113 


Blood Sugar 


Daily Insulin 


Other 


Date mg. per 100 ce Symptoms Weight (lbs.) Units Notes 
1950 
11- 5 360 mg. Thirst-polvuria 192 10 units Globin Original 
weight 
11-13 No symptoms Urine 
acetone 4. 
11-15 ™ Diacetic 
Acid 
Acid + 4+ + 4 
11-16 266 “ Day of operation 
11-18 205 Acetone +. 
Diacetic 
Acid + 4 
11-21 No symptoms 10 units Globin 
Plasma 
acetone 
negative 
11/21 
11-22 IS7 1% 10 units Globin 
Insulin on dis- Discharged 
charge 11/22 
Diet 
120 P 
70 F 
220 CH 
OFFICE FOLLOW-UP 
12- 3 208 mg. No 183 10 units Globin Diet 
Symptoms 90 P 
12-15 IS] 70 F 
12-24 179 160 CH 
1951 
2 95 * 177 No insulin 
1-30 “ 176% 
2-27 -§2 “ 173 
4- 3 -100 172 
6- -107 “ 174 
9- 7 —3 “ 176 No insulin 
1952 
1-22 178 Diet 
2-15 -84 “ 178% 100 P 
3- 7 179 “ 80 F 
6- 9 179 180 CH 
12-31 -102 “ 177% No insulin 


the hospital each case was also followed by 
observation of the subjective and objective 
symptoms and signs. One patient lost 13 Ibs. 
before the blood sugar became normal, the 
second case 12 Ibs. and the third one 35 Ibs., 
although 10 Ibs. of the weight loss in the lat- 
ter was undoubtedly due to the severity of 
the diabetes. Apparent cure has been report- 
ed before in the obese type of diabetes. Nu- 
trition Reviews'® report reduction of weight 
in 31 obese diabetics taking insulin. Six re- 


turned to normal glucose tolerance and 15 
were able to discontinue insulin entirely. 
(‘ONCLUSIONS 
I. Further observations on the use of the 
post-prandial sugar lead us to believe that it 


is superior to the fasting sugar as a guide in 
the treatment of diabetes mellitus. Its value 
in diagnosis is unquestionably superior—11% 
more diagnoses being made by its use. Since 
the normal post-prandial sugar is not over the 
fasting level'*"° the attainment of this level 
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the three cases reported gives us Intorma- 
tion that could not be obtained by employing 
the fasting blood sugar alone. The return to 
normal post-prandial levels gave us an excel- 
lent index of the patients’ metabolizing 
power, after a meal was taken. Sindoni' has 
emphasized this latter point, as one of the 
important reasons for treating diabeties with 
the postcibal sugar as a guide. He also states 
that the fasting sugar 8-12 hours after a meal 
gives us absolutely no information of this 
character, being too far removed from. the 
previous meal, 

The frequency of obesity occurring with 
diabetes is often underestimated. Nine out of 
ten diabetics, whose diabetes developed atter 
the age of twenty, have had obesity before the 
onset of the disease.2! When the cbese diabetic 
patient understands the danger of his over- 
weight state in terms of mortality and mor- 
bidity, he should have a good incentive to re- 
duce, If he is made to realize the frequency 
of the vascular complications of the diabetic 
state, and how these complications can be re- 
duced by getting himself in the best possible 
physical condition, then a great service will 
he done. The probability of reducing the blood 
sugar to normal by the weight reduction is 
also a good selling point and may make the 
patient as happy as the three cases pana 
in this paper, If difficulty is encountered 1 
weight reduction, there is no ci 
to the use of the anorexigenic drugs as an 
aid to calorie restriction. 

3. Periodic preventive medical care is neces- 
sary in cases of this type, but no more so 
than with all types of diabetes mellitus. The 
disease in its Insidious but harmful course ean 
be subdued, not only by reduction of weight, 
but also by the application of the general hvy- 
gienic measures which have come to us 
through the years of trial and error, diet 
therapy and research. Insulin and diet are 
not the sole answers to the diabetie problem. 
The teamwork of the physician, dietitian, 
dentist, podiatrist and medical specialist, 
used preferably in the preventive capacity is 
the best solution we have today to the prob- 
lems generated by this mysterious disease. 
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SURGICAL CONSIDERATIONS OF 
THROMBOEMBOLIC PHENOMENA* 
J. Dovguertry, M. D.,* 
Wilmington, Del. 

In discussing the surgical aspects of throm- 
hoembolie phenomena those acute conditions 
that are secondary to thrombosis and = em- 
holism in the venous and arterial systems will 
be considered. Chronic diseases of the arterial 
system, such as thrombosis secondary to ar- 
feriosclerosis, thromboangiitis obliterans, and 
periarteritis nodosa or surgical considerations 
of Raynaud's disease, and vascular lesions 
secondary to cervical rib will not be discussed. 
Regarding the venous system, we will be con- 
cerned with venous thrombosis of various 
types, and in the arterial tree with the acute 
embolus. 


The terms ‘‘thrombophlebitis”’, 


bitis’’ and 


** phle- 
have been 
used interchangeably for several vears. In the 
literature at the present time, two distinet 
types of venous thrombosis are recognized : 
(1) thrombophlebitis; (2) phlebothrombosis. 

In order to have a working basis for diseus- 
sion of various types of thrombotie disease 


‘venous thrombosis”’ 


* Attending Surgeon, St. Francis Hospital. 
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occurring in the venous system, | would like 
to review brietly a clinical classification of 
thrombophlebitis based on etiology. 


CLINICAL CLASSIFICATION OF 
THROMBOPHLEBITIS BASED ON ETIOLOGY 


I. Local thrombophlebitis—due to direct injury 
to vein of the wall or pre-existing known 
disease of the wall in which thrombosis oc- 
curs 
(a) Chemical thrombophlebitis — sodium 

morrhuate, sodium ricinoleate, quinine 
and urethane, hypertonic solutions such 
as glucose and saline 
(b) Mechanical thrombophlebitis—occurs at 
site of contusions, lacerations, fractures, 
from strain or effort (‘thrombophlebite 
axillaire par effort’) 

Local inflammatory thrombophlebitis— 

present in smaller veins as part of in- 

flammatory non-suppurative lesions (Tb, 
lues, granulomas, etc.) 

(d) Suppurative thrombophlebitis—result of 
involvement of the wall of the vein by 
a severe suppurative disease caused by 
such organisms as streptococci, staphylo- 
cocel, and pneumococci. Thrombus is 
highly infective and contains many bac- 
teria which disseminate’ throughout 
blood stream. 

1. Suppurative pelvic thrombophlebitis 
2, Suppurative pvelphlebitis 

3. Suppurative jugular thrombophlebitis 
4. Cavernous sinus thrombosis 


(Cc 


(e) Thrombophlebitis in) varicose veins—|o- 
calized inflammatory tyvpe—sterile  les- 
ions in these veins 

(f) Ischemic thrombophlebitis—secondary to 


acute arterial occlusion or advanced 
chronic occlusive arterial disease’ in 
Which there extensive secondary 
thrombosis of veins 


Hl. Secondary complicating thrombophlebitis— 
appears to be initiated by rest in bed—pre- 
vented by inhibition of clothing mechanism 
(a) Post-partum thrombophlebitis (‘“phiegm- 
asia alba dolens’—‘milk-leg’”) A type of 
ilio-femoral thrombophlebitis, a lymph- 
angitis secondary to pelvic cellulitis 

Post-operative thrombophlebitis — 
“phliebothrombosis” inflammatory 
thrombophlebitis occur 0.05—10.5% after 
abdominal operations 1.25—12.5% after 
gynecologic operations — (by various 
authors) Clot forms first and secondary 
phiebitis of vein occurs 


mite of Clinically Diagnosed Post-Operative 
Thrombophlebitis 
254 
Short saphenous and 
deep veins of calf ....486 


Long saphenous ......... 155 
Superficial veins and 
small varices of leg .... 14 
Veins of arm ............... 7 
Other veins » 
Tota! 939 


(c) Thrombophlebitis as a late complica- 
tion of severe injury—Occurs several! 
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days or weeks after injurv—Analogous 
to post-operative thrombophlebitis 

(d) Thrombophlebitis complicating — infec- 
tious disease—pneumonia, typhoid, in- 
fluenza, acute tonsillitis, pharyngitis, 
Th, chronic ulcerative colitis, pyvelone- 
phritis, appendicitis, acute infectious 
arthritis, exanthemata, etc. 

(e) Thrombophlebitis complicating blood 
dyscrasias—polycythemia vera, chlor- 
otic anemias, mvelogenous and 
atic leukemia 

(f) Thrombophlebitis complicating — preg- 
nancy—rare—may be due to increased 
venous pressure and slowing of venous 
blood flow. 


(vy) Thrombophlebitis complicating non-in- 
fectious systemic disease—seen in car- 
cinoma and congestive failure in late 
stages due to venous stasis. 


iil. Primary thrombophlebitis—no known cause 


(a) Reeurrent idiopathic thrombophlebitis 
(Thrombophlebitis migrans)—Seen in 
large veins of legs, mesenteric, pulmon- 
ary, splenic veins—appears to jump from 
one vein to another—Average age 40 
years, 88% men 

(bh) Idiopathic thrombophlebitis of non-recur- 
ring type—Single episode in large vein 
of otherwise healthy adult 


(c) Thrombophlebitis associated with throm. 
boangitis obliterans—Occurs in 40% at 
some time in course of this disease. 


As has been noted, phlebothrombosis — is 
classified as a type of postoperative throm- 
bophlebitis. This is a type, usually asympto- 
matic, in which the clot is loosely attached to 
the vein wall, is quite friable, and is com- 
posed mainly of fibrin with some cellular ele- 
ments. There is, therefore, a greater predis- 
position to becoming detached, producing in- 
farction or fatal embolism. It is believed by 
some that this type rarely remains a simple 
process wherein a clot is present within the 
lumen of a vein, but that in several hours a 
secondary phlebitis developes as a reaction to 
the thrombus. It may be, therefore, that 
‘*phlebothrombosis’’ as defined by Ochsner 
and DeBakey exists as such for only a short 
time, and then actually becomes a throm- 
hophlebitis. 

There is considerable clinical and patho- 
logical evidence that phlebothrombosis usual- 
ly occurs in more than one episode. If the 
thrombus developes in a small vein, part or 
all of it may become detached soon after its 
formation to become a small non-fatal em- 
bolus. If it is not detached, or only part of it 
becomes detached, the elinical signs and 
symptoms of thrombophlebitis will develope 
in that particular vein. A second episode may 
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occur in which the thrombus forms in a larg- 
er, more proximal vein, and this clot can be- 
come detached to produce a larger or fatal 
pulmonary embolus. If the first episode oe- 
curs ina large vein, such as the external iliac 
or femoral, the first and only sign may be a 
fatal pulmonary embolus. It has been noted 
clinically that a non-fatal pulmonary em- 


holism may precede the clinical evidence of 


thrombophlebitis by one to three days, or oc- 
easionally, as long as a week. Thrombosis may 
occur in only one leg, or both legs simultane- 
ously, or first one leg then the other, or in 
veins in other parts of the body. Pulmonary 
embolism may occasionally be seen in asso- 
elation with the local or primary types of 
thrombophlebitis, but is seen more frequently 
in the secondary types, and more particular- 
lv, in the post-operative variety. 

It is, then, evident that postoperative ven- 
ous thrombosis is a special type as pointed out 
by Ochsner, and at least at first is a phlebo- 
thrombosis. It is characterized by a spontane- 
ous clotting of the blood, the clot being only 
loosely connected to the vessel wall. The for- 
mation of this type of clot is facilitated by 
a marked inerease platelet: agglutination, 
by an increase in the erythroevte sedimenta- 
tion rate (ESR), and changes in the plasma 
volume. (Netuda) These changes are noted 
first, as a rule, on the fourth postoperative 
dav, and are thought to be due to entrance 
of tissue fluids into the blood as a result of 
trauma from surgical procedures. plvsieal 
state of the blood that would favor thrombosis 


is then produced. This assumed danger of 


thrombosis can logically be prevented by the 
use of anticoagulants. Tlowever, there are 
‘arely any signs or symptoms of definite 
enough significance in this type of thrombosis 
to always allow the clinician to know of its 
occurrence, and, therefore, institute propliv- 
lactic therapy. Only too often the first mant- 
festation of postoperative thromboembolic 
disease is) pulmonary embolism. However, 
thrombosis after operation is of rather rare 
occurrence, and embolism is still more rare. 
Also, not any thrombosis, but a special type, 
leads to embolism. For that reason attention 
should be directed to the formation of this 
type of clot) postoperatively, so that as few 
cases as possible will require active treatment. 


May, 1953 


From a practical standpoint, prevention 
consists in the application of a firm, but not 
constricting, elastic bandage from the sole of 
the foot to at least the knee, and preferably 
higher. This theoretically should be applied 
to all patients, but many surgeons have modi- 
fied this to include only the following: (1) 
those with a history of previous thrombophle- 
bitis or pulmonary embolism; (2) those with 
evidence of varicosities whether symptomatic 
or not; (3) elderly patients; (4) those with 
presumptive evidence of early thrombosis 
postoperatively, Le., (a) heaviness or flabbi- 
ness of lower extremities (b) acceleration of 
pulse rate without other signs of congestive 
failure (e¢) slight low grade fever without 
signs of infection (d) mild) tenderness in 
calves of one or both legs. These latter signs 
of thrombosis respond well to the use of an 
elastic bandage, and, inasmuch as we assume 
thrombosis has occurred, anticoagulants are 
given to prevent further thrombosis and ex- 
tension of the clot. 

The reason an elastic bandage is of definite 
help has been explained by Neuda as follows: 
the veins of the lower extremity resemble me- 
dium sized arteries in that the tunica media 
contains an increased amount of muscle. The 
entire vein wall derives its blood supply from 
the vasa vasorum which penetrate the musele 
coat in order to reach the intima. The reason 
for this thiek muscle coat is that the hydro- 
static pressure is higher in the lower extremi- 
ties than elsewhere, and this assists the blood 
to return to the heart against gravity. How- 
ever, In the supine position, the pressure. is 
only one-tenth of that in the standing posi- 
tion, so these veins collapse and the muscle 
fibers compress the vasa vasorum. The oxy- 
ven supply is consequently reduced in the 
vein Wall, and particularly the intima, pro- 
ducing anoxie changes in the tissue cells, 

Neuda further believes that this is an im- 
portant factor in the initiation of the clot 
and intluences proper healing of it. Conse- 
quently, proper pressure trom an_ elastie 
bandage will prevent the compression of the 
vasa vasorum by the muscle laver, and throm- 
bosis can be prevented, or, if already present, 
ean be influenced to heal in a normal manner 
by means of a firmly attached thrombus 
which undergoes organization and_ fibrosis, 
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and therefore, will not embolize. The super- 
imposed pressure of the elastic bandage 
‘auses counterpressure on the muscle layer 
allowing the vasa vasorum to remain open. 

Therefore, it is believed that the trauma otf 
any surgical operation causes tissue fluid to 
be introduced into the blood that becomes 
altered antigenically is some way, in a small 
number of patients, to cause increased plate- 
let agglutination, increased erythrocyte sedi- 
mentation rate and alterations in plasma 
volume. This in itself is not sufficient in all 
cases to cause thrombosis, but with anoxic 
changes in the intima due to collapse of the 
veins, a loosely attached clot may form with 
its predisposition to embolization. 

l‘urther prevention of postoperative throm- 
bosis consists in avoidance of pressure on the 
legs during operation, avoidance of excessive 
pressure from tight bandages, dressings or 
adhesive tape, instituting exercises for the 
legs and feet which should be started soon 
after operation, massage to the legs daily, as 
well as early ambulation. 

The management of the patient when defi- 
nite thrombosis has been known to have oe- 
curred consists in early institution of anti- 
coagulant therapy. Heparin should be given 
immediately, either intravenously in 50 mgm. 
doses q. 4 hr. or 250 mgm. in oil intramuscu- 
larly in daily doses, and continued for at 
least 36 hours. A blood prothrombin’ time 
should be obtained, and dicoumarol given at 
the same time in an initial dose of 300 mgm. 
Subsequent doses will depend on the level of 
the daily prothrombin time, and this should 
be kept between 30% of normal (27 seconds) 
and 10% of normal (60 seconds) by the 
Quick method or one of its modifications. Ex- 
perience with a large group of cases has 
shown that thrombosis is inhibited in that 
‘ange. 

Below 10%, bleeding from mucous mem- 
branes and beneath the skin may occur. Anti- 
coagulants should not be given until 48 hours 
postoperatively to allow firm clots to form at 
the areas of hemostasis. However, the indica- 
tions for their use are not common until after 
this period. When the prothrombin time has 
reached a therapeutic level, heparin is diseon- 
tinued, and dicoumarol or one of its synthetic 
derivatives is used alone for a week or ten 
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days when all evidence of thrombosis has dis- 
appeared. Besides the use of anticoagulants 
in patients having demonstrable thrombosis 
or a non-lethal pulmonary embolus, firm 
dressings should be applied from the toes to 
the groin in the form of warm, moist flannel 
strips. In those with suspected thrombosis, or 
with minimal signs, an elastic bandage can be 
applied as already deseribed. 

Kemoral ligation has recently been prae- 
ticed by surgeons, and is still advocated by 
some, when pulmonary infarction or venous 
thrombosis are present. Several objections to 
this treatment rather than the use of antl- 
coagulants have become evident during recent 
years. Bilateral femoral ligation does not pre- 
vent embolism from a_ second episode of 
thrombosis in the internal iliae veins or in 
veins other than in the legs. In cases of pul- 
monary embolism without evidence of throm- 
bophlebitis in the legs, it is not certain that 
the embolus came from one of the leg veins. 
The incidence of fatal embolism is only 6% 
in cases of thrombophlebitis of the short 
saphenous and veins of the calf, and is quite 
‘are from varicose veins, or the long saphen- 
ous vein. It is obvious, then, that many un- 
necessary operations would be done if bi- 
lateral femoral ligation were done in all such 
cases, and a second major operation is added 
to a patient who is already in a postoperative 
state. 

Ligation of the inferior vena eava, how- 
ever, seems to have a place in the therapy 
of thrombo-embolie disease. In suppurative 
pelvie thrombophlebitis, we have a condition 
characterized by the formation of a firm, ad- 
herent clot in the affected veins in’ which 
there is a greatly lessened incidence of lethal 
embolism. The clots that are formed are sep- 
tie and tend more frankly to become puru- 
lent. When liquefaction takes place, infeeted 
emboli are liberated in showers. Pyemia or 
septicemia result and the disease often tends 
to be fatal. The thrombi are almost equally 
distributed between two primary highways of 
venous return: (1) the uterine, draining 
into the hypogastric and common ilian and 
then to the inferior vena cava; (2) the ovar- 
ian, draining directly into the inferior vena 
cava on the right, and indirectly by way of the 
left renal on the left. In a recent report of 
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70 cases of pelvic septic thrombo-phlebitis 
proven by palpation of the veins or histologic 
examination of resected ovarian veins, clinical 
evidence of pulmonary embolism was found 
in 27 with X-ray confirmation in 24.) In four 
of the 27 cases, lung abscess occurred, requir- 
ing lobectomy in 2 and lobotomy in one. In 
two cases, subacute bacterial endocarditis oc- 
curred, and in one, cerebral abscess. In the 
& cases that died, death resulted from pyemia 
and septicemia, and in none was massive pul- 
monary infarction present. 


The diagnosis is often difficult, but sigus 
and symptoms indicate a septic process and 
thrombosed veins can be palpated in- the 
vagina and pelvis in 60% of cases. Surgical 
treatment is indicated in those who fail to 
respond to adequate medical treatment withi- 
in 4 or 5 days in whom a pulmonary infarct 
has occurred. This consists in ligation of the 
right ovarian vein and inferior vena cava 
above the clot, but always below the renal 
vein. The transperitoneal approach is taken 
if no previous hysterectomy or bilateral 
salpingoophorectomy has been done. A right 
lumbar sympathectomy is done at the same 
time. If the left ovarian vein is also involved, 
this is ligated above the clot and a left lum- 
bar sympathectomy is done. If previous 
hysterectomy has been performed, aright 
extraperitoneal approach is taken, the vena 
eava ligated and a right lumbar sympathec- 
tomy done. 

Other indications for inferior vena cavae 
ligation are present in those patients in whom 
future extensive surgery is anticipated, and 
who have already suffered a recent embolism, 
and in those cases where thromboembolism 
‘annot be controlled by the usual anticoagu- 
lant therapy because of some contraindica- 
tion to its use. Foley, the urologist, has re- 
cently used this procedure as a prophylaxis 
against pulmonary embolism in the coagula- 
tion diathermy treatment of infiltrating blad- 
der tumors. In these cases, the right extra- 
peritoneal approach is used. 


Another disease for which active surgical 
treatment is advocated, at the present time, 
is arterial embolism. This results from mural 
thrombi as a result of auricular fibrillation 
or myocardial infarction, from thrombosis 
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the site of an atheromatous plaque, or 
aneurysm of the aorta. This is not a com- 
mon phenomenon, fortunately, and no one 
surgeon has had a large experience with its 
surgical treatment. Patients suffering from 
this condition are usually poor surgical risks 
hecause many are of advanced age and most 
have severe cardiae disease or other serious 
conditions. The emboli lodge at the bifurea- 
tion of vessels, as a rule, and, consequently, 
they will be found at the bifurcation of the 
aorta, common iliaes, or common femora! 
arteries. The signs indicating their presence, 
sensory, motor, and temperature changes 
will be below the site of embolus. 


The role of the surgeon is to localize the 
embolus and remove it by means of an in- 
cision in the affected artery at this point. 
Bleeding is controlled proximally and distal- 
ly by artery clamps or the application of soft 
rubber tubes. Heparin is administered in- 
travenously before, during, and after the 
operation sufficient dosage to keep the 
coagulation time at 15 minutes.  Arteriec- 
tomy, removing the segment containing the 
embolus, may be necessary if emboleetomy is 
hot possible due to its adherence to the in- 
tima. 


The results trom this procedure may be 
considered disappointing when it is realized 
that the hospital mortality is high, and that 
eventual amputation after peripheral embo- 
lectomy is not infrequently necessary. The 
best results can be expected if the duration 
of the clot is less than eight hours; if the site 
of the obstruction is at the bifurcation of a 
large vessel; if a normal arterial wall is pres- 
ent at the site of the embolus; if there is an 
absence of multiple emboli; and if the = pa- 
tients are relatively young, particularly 
those with auricular fibrillation. 
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THE EARLY DIAGNOSIS OF 
POLIOMYELITIS 
J. Bornes, M. 
Wilmington, Del. 

Acute poliomyelitis is a systemic disease of 
virus etiology. The various strains of vir- 
uses thus far identified have a_ predilection 
for the central nervous system and the volun- 
tary muscular system. The disease is essen- 
tially a medical problem and competent and 
adequate medical management is a prerequi- 
site to obtain results therapeutically profit- 
able to the patient. This medical manage- 
ment must be augmented by conscientious 
nursing care, high protein diet, and intelli- 
gent use of physiotherapy directed to the 
pathologic physiology in the muscles. 

The main reliance for diagnosis is placed 
upon complete physical and neurological 
examination, which must be made as soon as 
possible. 

It is generally understood that during 
poliomyelitis epidemies SO per cent or less 
of those who are susceptible to poliomyelitis 
may develop the abortive type of the disease 
in which the symptoms may be transient sore 
throat, nausea, headache, and __ listlessness. 
These symptoms clear up entirely within 5 
to 7 days so that these patients are rarely 
diagnosed or reported as poliomyelitis. It is 
only in research projects that the virus has 
been isolated trom the nose and throat wash- 
ings or from the feces of such patients and 
the spinal fluids have been found positive. 

Twenty per cent or more of those who are 
susceptible in any outbreak will have one ot 
the several types of reportable poliomyelitis. 
Fever is usually present. This may subside 
in 2 or 3 days and then reappear, or it may 
appear together with the symptoms of pain 
and stiffness in the museles of the limbs, baek, 
or neck. The temperature usually drops in 
» to 7 days, but the other symptoms continue 
and such a patient is diagnosed as a non- 
paralytic poliomyelitis and kept under iso- 
lation according to prevailing publie health 
regulations. Spinal fluid findings of pleo- 
cytosis, Increased total protein and positive 
globulin will confirm the diagnosis. Positive 
spinal fluid findings help to confirm the diag- 
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nosis, but negative findings are of no signi- 
ficance in the presence of clinical signs and 
symptoms. 

This patient must now be watched care- 
fully for any paralysis or bulbar symptoms, 
which may appear any time from the second 
to the eighth day after the onset of the symp- 
toms. The early symptoms of respiratory and 
circulatory failure must be appreciated and 
treated immediately, if bulbar cases are to 
be saved. The severity of the paralysis can- 
not be predicted. As a rule, no extension 
of the paralysis is seen after the eighth day, 
but failure of the fever to subside will usual- 
lv means extension of the disease. Patients 
must be observed several times a day during 
the acute, spreading phase. This is done best 
with the patient in a hospital which is staffed! 
With experienced personnel and = which is 
equipped with oxygen tents, oxymeters, elec- 
trical suction machines, resuscitators, respira- 
tors, spirometers, rocking beds, intermittent 
positive pressure machines, eleetrophrenic 
respirators, an electromyograph machine, 
tracheotomy and bronchoscopy facilities, re- 
habilitation apparatus as wheel chairs and 
walkers, hot pack machines, tubs or a Hub- 
bard tank for hot baths, and facilities for 
orthopedic appliances. 

The signs of bulbar poliomyelitis are those 
presented by partial or complete involvement 
of any of the cranial ner.e nuelei. The 
cranial nerves and their functions are: 

1. Olfactory—Smell 
Il. Optie—Sight 

Oculomotor—Eyveball muscles except 
IV and VI: upper lid, constrictor of pupil 
and museles (ciliary) of aeeommodation. 
Paralysis causes ptosis of the evelid; eve devi 
ates out and downward; diplopia; pupil is 
fixed to light and accommodation. 

IV. Trochlear—Superior oblique moves eve 
down and out. 

V. Trigeminal—Muscles of mastication. 
Sensation to face and mucous membrane of 
conjunctiva, nose, mouth, tongue and uvula. 
Also taste fibers to anterior two-thirds of 
tongue. 

VI. Abducens— External rectus moves eye 
outward. 

VIL Facial—Facial muscles except those 
supplied by the V. Paralysis causes inability 
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to wrinkle forehead, to close eye, to whistle, 
or to blow out the cheeks. 

VIIL Acoustice—Hearing and equilibrium. 
Paralysis causes tinnitus and nystagmus. 

IX Glossopharyngeal—Supplies gag re- 
flex, and taste to the posterior third of the 
tongue. 

X Vagus—Supplies heart, lungs, respira- 
tory system, and all abdominal organs except 
pelvis. Controls speech, swallowing, and soft 
palate. 

XI Spinal Accessory—Supplies trapezius 
and strenomastoid. If paralyzed, patient 
cannot shrug shoulders or lift) head from 
supine position. 

XII Hypoglossal—Muscles of the tongue. 
Tongue deviates to the paralyzed side. 

An experienced nurse must be constantly 
on the watch for such signs as rapid or ir- 
regular pulse, hypertension, — restlessness, 
shock, dyspnea, cyanosis, anxiety, apprehen- 
sion, shallow or irregular respirations, nasal 
speech, inability to swallow, severe drowsi- 
ness, regurgitation of fluids through the 
nose, twitching of muscles, or the use of neck 
muscles In inspiration. Paralysis of the up- 
per extremity may be the beginning of paraly- 
sis of the diaphragm on the same side 
through the involvement of the phrenic nerve. 
Loss of the abdominal reflexes may mean 
paralysis of the lower six thoracic segments 
of the spinal cord and paralysis of the ab- 
dominal museles which are of major import- 
ance in respiration, 

The differential diagnosis must be made 
carefully as soon as the patient is” seen. 
There are many acute illnesses which simu- 
late poliomyelitis. About 50° different dis- 
eases were diagnosed in patients admitted for 
poliomyelitis in our elinie during the past 
12 vears. This disease is most frequently 
misdiagnosed as ‘‘summer grippe.”’ 

The following table summarizes the signs 
which, when present, usually exclude polio- 
mvelitis., The disease which usually simulate 
this disease are also listed. 

Signs Which Usually Exclude Poliomyelitis 


Signs Commonly Confused Conditions 


. Rash of any kind Meningococcic meningitis and 
petechia; Rocky Mountain spot- 
ted fever. 
Infectious mononucleosis, neuro- 
blastoma, mumps meningoence- 
phalitis. 


2. Swollen glands 


Swollen joints 
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. Localized joint or Bone tumors, osteomyelitis, rick- 

bone tenderness ets, scurvy, tuberculosis, epiphy- 
sitis, cervical or lumbar disc. 

Bleeding gums Blood dyscrasias, scurvy. 


. Unilateral or bilater- Brain tumor or abscess. 
al eyeground changes 
. Positive blood or Congenital or acquired lues. 
spinal fluid serology 
. Purulent spinal fluid Meningitis—influenzal, meningo- 
coccic, pneumococcic, staphylo- 
coccic, streptococcic. 
. Hemorrhagic or xan- Cerebral accident, tumor in brain 
thochromic§ spinal or spinal cord. 
fluid 
10. Convulsions 


Encephalitis, epilepsy, meningitis, 
mumps, spastic paraplegia, tuber- 
culosis, cerebral thrombosis. 

11. Extreme drowsiness Coma-diabetic, uremic, emcepha- 
without musc1 e litic. 
spasm or muscle 
paralysis 

12. Sensory changes to Arachnoiditis, brain tumor, hys- 
heat, cold, pain, teria, nucleus pulposus, peripheral 
touch, vibration, or neuritis, peroneal palsy due to 
position syphilis, spinal cord tumor, 

syringomyelia, transverse mye- 
litis, multiple sclerosis. 

13. Extreme weakness Muscular dystrophy, myasthenia 
without muscle par- gravis, progressive muscular 
alysis atrophy. 

14. Septic temperature Influenza, pelvic inflammatory 

disease, pneumonia, septicemia, 
Still’s disease, subacute bacterial 
endocarditis, leukemia, typhoid 
fever. 

15. Paralysis of soft Myasthenia gravis, post diphther- 
palate and muscles itic paralysis. 
of accommodation 


16. Jaundice Acute infectious hepatitis, Weil’s 


disease. 

17, Other conditions con- Appendicitis, aspetic meningitis, 
fused with poliomye- Bell’s palsy, laryngotracheo-bron- 
litis chitis, lymphocytic choriomenin- 

gitis, New Castle disease. 


SUMMARY 

Clinically, poliomyelitis may be abortive, 
non-paralytie, or paralytic. The paralytic 
types may be spinal, bulbar, or encephalytie 
in the order of greatest frequency. The ehar- 
acteristic finding in the non-paralyzed pa- 
tients is muscle shortening due to muscle 
rigidity or *‘spasm’’; this is more prominent 
in the entire posterior area of the body. This 
musele contraction is not necessarily related 
to any paralysis of any of the ‘‘opposing”’ 
In the paralytic patients 
the characteristic finding is, in addition to the 


muscles groups. 


muscle shortening noted in the non-paralytie, 
a flaccid paralysis of muscle groups, asym- 
metrically located. 

Recovery is spontaneous and complete only 
in the abortive type. The other types re- 
quire special musele relaxation so that a full 
range of motion of all joints is obtained and 
maintained, special muscle exercises, special 
nutrition, and controlled prolonged medical 
observation in order to obtain maximum re- 
covery and maximum use of the neuromus- 
cular power the patient still retains. The 
amount of special care a patient will require 
will depend on the severity of the involve- 
ment. 
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The mortality rate is generally influenced 
by the previous experience of the locality- 
early diagnosis, early hospitalization, and the 
experience of the hospital personnel. For 
these reasons it is always higher in an area 
where an outbreak appears for the first time. 
Delaware has had several outbreaks of polio- 
mvyelitis—in 1944, 1947, 1948, 1952. 


THE DELAWARE ACADEMY OF 
MEDICINE 
Past, Present, and Future 
LEWIS B. M. D.,* 
Wilmington, Del. 

As a background for tonight’s discussion, 
some interesting educational and medical 
dates in Delaware seem appropriate. 

1776—On February 3 the Medical Society 
of Delaware was incorporated under the name 
‘The President and Fellows of the Medical 
Society of Delaware.’’ First president was 
Doctor James Tilton. The Tilton home was 
on the property which is at present the Uni- 
versity Club, at Ninth and Broom Streets. 
kounded in 1776, the Medical Society of Del- 
aware is the second oldest State Medical So- 
ciety in the country: the first was New Jer- 
sey, founded 1766. 

1843—The University of Delaware was 
founded as Newark Academy. 

IS88—The Memorial Hospital was found- 
ed The Wilmington Homeopathic Hospital. 

1S89—Delaware State Hospital at Farn- 
hurst. 

1890—The Delaware Hospital in Wilming- 
ton was founded. 

1907—Milford Memorial Hospital in Mil- 
ford, Delaware. 

1910—The Wilmington General Hospital, 
at first located at Kighth and Adams Streets. 

1916—Beebe Hospital in Lewes. 

1924—St. Francis Hospital in Wilmington. 

1927—The Kent General Hospital in Dover. 

Prominent among Chiefs of Service in 1928 
in the Wilmington hospitals were such names 
as James Draper, George Forrest, Paul Luk- 
ens, McEntee, John Palmer, Henry Ward 
Briggs, Frank Pierson, Albert Robin, Wil- 
lard Springer, and Joseph P. Wales. There 
were no residencies in any of the hospitals 
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and, indeed, only a few interns. At the Del- 
aware Hospital there were perhaps four or 
five interns; at the Memorial Hospital two 
or three; and one or two at the Wilmington 
General, and the St. Francis Hospital was 
just starting. There was not a medical lIi- 
brary in the entire state of Delaware. No 
one individual had more than the bare neces- 
stties of a working library of his own. For 
any reference work it was necessary to go to 
Philadelphia or Baltimore. 

In such a state of affairs, the need for a 
medical center and a medical library seemed 
urgent to the few individuals who later be- 
came the founders of the Delaware Academy 
of Medicine. Aceording to the history of the 
Academy as written by Dr. William’ H. 
Kraemer for its tenth anniversary celebration 
May 9, 1940, the founders first met in Dr. 
Klinn’s office at 503 Delaware Avenue on 
December 12, 1929. Numerous meetings were 
held after that mainly in the Y. M. C. A. over 
the next several months and the next vear. 
With the onset of the great national economic 
depression in 1930, the likelihood of the estab- 
lishment of an Academy of Medicine with a 
building of its own seemed very remote. 
However, early in 1931 Mrs. Henry B. 
Thompson and others became interested in 
saving the old Delaware Bank Building at 
Sixth and Market Street which was about 
to be razed. That building was completed 
in 1816 and in 1865 became the National 
Bank of Delaware, the fourth oldest Na- 
tional Bank in the country. With this his- 
tory, and beeause it was a particularly good 
example of colonial architecture, citizens in 
the community were anxious to save it. They 
therefore were very glad for it to be used as 
the home of the Delaware Academy of Medi- 
cine. In spite of the depression, $36,000 was 
collected and the cornerstone was laid on 
June 1, 19382. With the exception of a few 
alterations for modern use, the building was 
erected on its present site exactly as it stood 
in 1816. The original hand-hewn rafters 
joined with wooden pegs, the staircase, floors 
and trim and the original iron railing sur- 
rounding the building have all been pre- 
served. The site was purchased from Jo- 
seph Bancroft and Sons Company. This 
property can be traced back through the Lov- 
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erings and the Shallerosses to Thomas Gilpin, 
Jr., who, on the ‘Sixth day of the Sixth 
month in the Sixth year of the reign of our 
Sovereign, George the Third over Creat 
Britain, ete., King, ete., and in the year of 
our Lord 17667" (June 6, 1766) received the 
land by virtue of a patent from the commis- 
sioner of property under the Honorable 
Thomas Penn and Richard Penn, proprietors 
of the Counties of New Castle, Kent and Sus- 
sex on Delaware and the Province of Penn- 
svivania. Thomas and Richard Penn were 
the sons of William Penn and his seeond 
wile, Hannah Callowhill. The tract patented 
to Gilpin was of one hundred eighty acres 
and extended southerly from the Brandywine 
(reek and northerly from the Rattlesnake 
Run, 

The cornerstone laying and dedication of 
the building took place on June 1, 1932. The 
cornerstone was laid by Mayor Frank C. 
Sparks after the deed to the property had 
been presented by Mrs. Thompson to Dr. 
Lewis B. Flinn, then President of the Acad- 
emy. 

Mrs. Thompson told the interest shown in 
preserving the bank structure and how some 
people contended that it would be impossi- 
ble to raise funds then during the depres- 
sion. However, at that time, about $33,000 
had been raised, 

The ceremonies were opened with an in- 
vocation by the Reverend Dr. Charles Fk. Pen- 
himan, then rector of Trinity Episcopal 
Parish, and closed with a benediction by the 
Rev. J. Francis Tueker, at that time pastor 
of St. Anthony’s Church. Dr. William HH. 
Kraemer presided. 

Prior to the laving of the cornerstone, the 
deed and other articles given by Mrs. Thomp- 
son were placed in a copper box, together 
with a roster of the Delaware State Medical 
and Dental Societies, a copy of the original 
resolutions of the Delaware Academy of Med- 
icine, copies of medical journals, currency ot 
that date and clippings from = recent issues 
of the local papers telling of plans for the 
cornerstone laying. 

The Academy, however, was in a very pre- 
carious financial status in 1933 and 1934 be- 
eause of an outstanding debt of $12,000 for 
reconstruction expense. It is felt that had 
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not a third group been formed to underwrite 
this $12,000 the whole project might have 
been lost. It may be of interest to again 
record the names of those individuals who 
formed this holding company—Mrs. Henry 
Bb. Thompson, Mr. Henry B. Thompson, Mr. 
Daniel Fk. Shields, Jr., Dr. Lewis B. Flinn, 
Mrs. Ernest duPont, Dr. Vietor D. Wash- 
burn, Allen L. Lauritson Company, Mr. 
Thomas Donaldson, Dr. Charles P. White, 
Dr. Charles L. Reese, Dr. Frank L. Grier, Mr. 
John T. Chandler, Jr. Dr. William H. 
Kraemer. 

The founders of the Academy were: Drs. 
Julian Adair, O. S. Allen, J. M. Barsky, W. 
kK. Bird, J. D. Brown, L. B. Flinn, G. W. K. 
l’orrest, W. H. Kraemer, W. LaMotte, 
R. Maverberg, J. H. Mullin, W. M. Pierson, 
J. G. Spackman, A. J. Strikol, C. E. Wag- 
ner, and V. D. Washburn. 

A librarian, Mrs. Ava Taylor Watson, was 
engaged September 1, 1933. Mrs. Watson 
loved the Academy of Medicine and spent 
vreat thought and energy in its behalf. She 
was always suggesting things of interest for 
the members and trying to facilitate use of 
the library and doing her very best to insure 
that the Academy carried forward its pur- 
poses and functions. Her untimely and sud- 
den death in 1938 was a great loss to this 
institution. Upon Mrs. Watson’s death, Mrs. 
Kdward Mendenhall very kindly stepped into 
the breach and acted as librarian for a period 
of three years. After the onset of World 
War IL which, incidentally, took into mili- 
tary service over 35 per cent of the Aecad- 
emy’s membership, Mrs. Gerald Beatty acted 
as part-time librarian during the war vears 
and was of tremendous aid in making it pos- 
sible for the institution to weather the dift- 
ficulties of the war. In spite of the sudden 
decrease in membership and necessary de- 
crease in activities in use of the Academy, 
some progress was made even during this 
period. Mrs. Beatty continued for a_ short 
time after the war until the present custod- 
ian, Mr. Syrovatka, arrived. The latter had 
had considerable banking, legal, and_ politi- 
eal experience in Prague, various Kuropean 
countries and Mexico, and found himself fin- 
ally in this country. Our government thought 
wel! enough of him to have a special bill 
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passed through Congress to grant him asylum 
here and give him the opportunity to acquire 
citizenship. He has been of great service to 
the Academy and has made many valuable 
and constructive suggestions. 

The list of presidents of the Academy is as 
follows: Dr. L. B. Flinn, 19380-1941; Dr. 
William Kraemer, 1941-1945; Dr. Edgar R. 
Miller, 1946-1947; Dr. G. A. Beatty, 1948- 
1949; Dr. B. M. Allen, 1950-September 1951; 
Dr. W. M. Pierson, September 1951-January 
1952; Dr. L. C. MeGee, 1952-1953. 

It may be of interest to note that in the 
president’s report of November 1936 the an- 
nual income totaled $3500, with $1650 from 
members, $450 from the Endowment Fund, 
and special contributions $1400. At that 
time the librarian’s salary was $900, there 
were about 120 members, and 120 current 
periodicals. Contrast this with the presi- 
dent’s report at the present meeting which 
indicates $3,000 from membership dues, 
$5,000 from contributions from associate 
members, $330 only additional contributions 
by the full active members, income from the 
Kndowment Fund or Trust Fund $1369, and 
contributions for the use of the building 
$1670, total receipts of $12,000. 

During the past year, sixteen new mem- 
bers have joined the Academy. The total 
professional membership is now 220, the 
number of associate membership is 125. The 
library has acquired 52 new volumes and 11 
new periodicals during the current year and 
the use of the library by the members has 
increased 20 per cent during the past year. 
The president’s report also indicates that 
there has been considerable activity in the 
form otf courses, lectures to the public, and 
special scientific meetings conducted by the 
Academy. 

What can we legitimately foresee as to the 
future of the Delaware Academy of Medi- 
cine? First, let us go back to the original 
Certificate of Incorporation. From this docu- 
ment I would like to quote three sentences: 

1. The purpose of the Academy is ‘‘to fos- 
ter among its members interest in medieal, 
scientific, literary, and educational eondi- 
tions and to render service without recom- 
pense towards these ends in the State of Del- 
aware.’’ 
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2. The Academy was organized ‘solely for 
the purpose of rendering service without re- 
compense and for charity to scientific, liter- 
ary and educational ends.’’ 

3. ‘*To aid, cooperate with, or endow any 
individual, association or corporation engaged 
in charitable or educational work within the 
State of Delaware; to collect statistics and 
information and to publish and distribute 
documents, reports and periodicals to carry 
on such edueational and charitable work 
along the lines of its corporate purposes as 
it may deem wise; to provide for and fur- 
nish publie instruction in hygiene, sanitation, 
and the laws of health; to conduct lectures 
and meetings, to aequire and maintain a li- 
brary and in general to do and perform all 
things necessary or convenient for the ob- 
jects of the corporation or any of them.”’ 

1 suggest, therefore, that the functions of 
the Academy are four: (1) a meeting place; 
(2) a library; (3) education; (4) research. 
Let us examine each category briefly and 
suggest how best we may improve and de- 
velop the function of each. The Academy is 
naturally a meeting place for regular and spe- 
cial meetings of the Academy. It is also a 
meeting place for some smaller groups. <A 
Journal Club, for instance, has been meeting 
regularly once a month at the Academy ever 
since the war. Prior to the war, a number 
of sectional meetings were held, particularly 
a section on ophthalmology, another on ob- 
stetrics and gynecology. At that time there 
were very few sectional meetings held in the 
hospitals. The development of the residency 
program and a large number of departmental 
meetings and conferences has largely con- 
sumed the time and interest of the specialty 
groups so that sectional meetings in the 
Academy have not been renewed. Perhaps 
the Academy, as part of its educational pro- 
gram, should work more closely with these 
various special groups to give library service 
and other educational features as may be 
practical from time to time. Meetings have 
also been held at the Academy for the pub- 
le and other interested groups on medieal 
and related matters. The auditorium, at 
times, is very nearly full with some of the 
regular meetings of the regular medieal or- 
ganizations, such as the New Castle County 
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Medical Society. The question has arisen as 
to whether the auditorium should be enlarged 
or another large auditorium added to the 
north side of the building to accommodate 
larger and special medical meetings which 
currently have to be held elsewhere. This 
matter needs further consideration. 


The function of the library can properly 
be divided into three—the reading room, an 
extern service, and a cooperative library 
plan. The reading room includes service of 
a librarian. The difficulty arises in the mem- 
bership having insufficient time to spend in 
the reading room during library hours. Pre- 
viously, keeping the library open one or two 
evenings a week has been explored but it has 
not been found worthwhile. The librarian 
is, however, available over the telephone and 
will very gladly look up certain requested 
literature or journals and have the material 
available in one pile so that the member may 
eall and either read this matter in the read- 
ing room or take it away aecording to the 
rules laid down by the library committee. 


| feel very strongly that the extern sery- 
ice should be developed and breught to the 
attention of all members. If, by writing or 
by telephone to the librarian, certain journals 
or reference books are requested, the Acad- 
emy should make arrangements for this mate- 
rial to be sent by messenger to the member's 
office, home, or hospital if it is within close 
range; otherwise by mail. If this type of 
service were improved so that a member 
could have on his desk within a few hours 
or certainly by the next day certain litera- 
ture in which he was interested at the mo- 
ment, the Academy would be doing a great 
service and | am sure the library would be 
found of mueh greater use than it has been 
heretofore, 


In line with this so-called extern service, 
a cooperative plan with other libraries in the 
area should be developed. We have nearby 
many special libraries particularly having to 
do with chemistry or physics or other special 
branches; for instance, at the University of 
Delaware, at the Hercules Powder Company 
Library, at several special libraries of the 
DuPont Company, the Alfred I. duPont In- 
stitute, ete. It is not necessary or desirable 
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that the Academy should attempt to have 
available all the reference work which is cov- 
ered by all these institutions.. Many of the 
latter use our library regularly. We have 
here much literature which the other organ- 
izations do not carry. We are glad to have 
them use our facilities. Frequently we have 
need of their facilities. It would be better, 
however, if this cooperative effort were set 
up with more smoothly working mechanics 
than has been established up to now. 


In addition to promoting education through 
the facilities of the library itself, the Aead- 
emy has a function to perform in stimulat- 
ing and directing education more direetly 
either by conducting courses, giving lectures, 
panel discussions, forums (both professional 
and for the laity) or in cooperating with 
other institutions in educational activities. 
It is in this latter category where I feel we 
can make our greatest improvement. We 
must endeavor to keep in closer toueh with 
the hospitals. The cooperative library plan 
can be developed here with considerable ad- 
vantage. Also, we should keep in touch with 
the various educational programs having to 
do with post-graduate education as well as 
With stated hospital meetings, help prevent 
overlapping of conferences if possible and 
make available to the hospitals any particu- 
lar educational advantages whieh we may 
have or may acquire. We also should de- 
velop closer association with special organi- 
zations such as the American Heart Associa- 
tion, American Cancer Society, American 
Tuberculosis Association, American Diabetes 
Association, ete. In addition, and in keep- 
ing with the original Certificate of Incorpora- 
tion, the original Charter of the Academy, one 
of our functions is to take an active part in 
public health—not in its administration but 
in the educational sphere. We should, | 
think, make a more direct approach both to 
the State Department of Health and the Wil- 
mington City Board of Health. We have a 
responsibility here which we have not. ful- 
filled. 

Lastly, we have the question of research, 
It certainly is not the function of the Aead- 
emy of Medicine actually to engage in medi- 
eal research. We have not and have no rea- 


(Concluded on Page 126) 
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AMA CONVENTION 


The AMA Convention will be held in New 
York, June 1-5. So far as we have been able 
to ascertain, no Delaware doctor has yet re- 
ceived his membership eard, which is used 
at the time one registers at the Convention. 
The AMA reports that membership dues for 
1953 are now rolling in at a much faster rate 
than in 1952. The headquarters office 1s 
equipped to mail out about 10,000 ecards a 
week, but since the dues are coming in at one 
time and in such a big volume there is quite 
a backlog already on hand. To make matters 
worse, there are five states that have not yet 
sent in any of their dues to the AMA, where- 
as certain other states, notably Colorado, 
Massachusetts, Ohio, Pennsylvania and Texas 


have already mailed in more than 80% of 


their membership dues. Even in little Dela- 
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ware one County Society, as late as April 27, 
had not yet sent in any dues to our State 
Treasurer. These circumstances might pre- 
sent quite a problem when it comes to regis- 
tering at the Convention. We know of two 
ways by which this handicap may be averted. 

1. The doctor should send in immediately 
to the AMA the Advance Registration Blank, 
which has been printed in JAMA every 
couple of weeks from early in February. 
Should Chicago not be able to send back to 
him the part that he is to use in New York, 
we can fall back on the second remedy. 


2. As our State Treasurer receives the dues 
from the County Treasurers he will mail to 
each physician a Temporary Receipt Card, a 
supply of which has been ordered from Chi- 
cago. It may take another ten days for these 
Temporary Receipt Cards to be received by 
our Treasurer, but as soon as he gets them 
he will mail them out to our members. At 
best the interval between the receipt of these 
ecards and the Convention itself is quite short, 
so it is urgent for everyone to attend to these 
matters promptly. 

(Chicago has a complete roster of our mem- 
hers up to this date, which should eliminate 
the possibility of a Delaware doctor being re- 
fused registration. None-the-less this 1953 
jam demonstrates the importance of paying 
dues promptly in January, of the County 
Treasurers remitting to the State Treasurer 
in February, so that he can remit to the AMA 
also in February. Even then the AMA would 
be pushed to the utmost to get out 140,000 
Membership Cards in time for a June Con- 
vention. 

Bap Pusuiciry 

The thousands of our citizens who listen to 
Joe Pyne’s program, ‘‘It’s Your Nickel’’ on 
WILM were treated, around Mareh 20th, to 
some news about the medical profession that 
was definitely hurtful to us. A woman ealled 
in and told Mr. Pyne that she had received a 
bill from a loeal doctor for $20 for a broken 
appointment. She explained that she broke 
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the appointment because her child was sick, 
and she asked Mr. Fyne what to do about it. 
He said to do nothing about it, and that no 
doctor would sue for a mere $20. Following 
this dialogue there were numerous calls ex- 
pressing disgust at a profession that would 
resort to such tacties. One caller said he was 
not a lawyer but was a law student and that 
the doctor could not collect that bill. Another 
disgusted citizen said that he was not a phy- 
sician but he knew the doctors had a Griev- 
ance Committee to consider just such com- 
plaints from the public. Several irate callers 
said such taeties, if persisted in, would bring 
about a demand for Socialized or State Medi- 
cine. And other comments equally uncompli- 
mentary to the medical profession, Inei- 
dentally, the lady later engaged legal counsel, 
who was ready to go to bat for her. 


About ten days later this woman ealled 
Mr. Pyne again and stated that she had re- 
ceived a letter from a collection agency to 
the effect that if this $20 bill was not paid 
within thiee days the matter would be taken 
to court. Again the telephones jangled with 
‘alls of criticism of our doctors pouring into 
the ears of Mr. Pyne, who repeats them on the 
air, phrase by phrase. Be it said to the credit 
of this gentleman he discounted most of the 
complaints and stated that his impression of 
the medical profession here was a distinetly 
favorable one, and that the doctor in point 
must be the rare exception. 


This patient called Mr. Pyne for a third 
time about two weeks later and stated that 
she had consulted the chairman of the Griev- 
ance Committee of the Medical Society and 
that he had told her to forget the whole thing. 
Thus, apparently, ends the publicity in this 
particular instance, but upon the untold 
thousands of people who heard it a bad im- 
pression has been imposed, an impression that 
we all know is unjustified, Of course the 
episode was the rare exception. We mention 
this matter only because one-half the town 
already knows about it, and we would like to 
give the public the knowledge that such an 
episode will probably never occur again in 
Wilmington. 
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son to expect facilities for doing this either 
in the form of laboratories or in necessary 
funds. We should, however, and in facet it 
is our responsibility, stimulate and eneour- 
age medical research in this area, knowing 
that such research properly conducted will 
add immeasurably to the caliber of medicine 
practiced in the community. We must be 
very careful, however, before approving any 
particular investigative effort that the indi- 
viduals concerned and the project under con- 
sideration will pass critical authoritative 
examination. The function of the Academy 
of Medicine through its Research Committee 
is to make certain that any research matters 
brought before it for an opinion will receive 
competent inspection and examination. 


If the Board of Directors and the Exeeu- 
tive Committee will see to it that some indi- 
vidual or individuals will constantly direct 
and stimulate and encourage activity in these 
four main fields of function, the Delaware 
Academy of Medicine can go far in the fore- 
seeable future toward fulfilling the purposes 
laid down in its charter. If this is done, and 
| believe it can be done, a great service will 
be rendered to both the professional and non- 
professional members of this fast growing 
community, 


Our opportunity is great: it is ever so in 
the field of medicine. From a leeture by 
Benjamin Rush, delivered November 7, 1791, 
I quote: ‘*We live, gentlemen, in a revolu- 
tionary age. Our science has caught the 
spirit of the times, and more improvements 
have been made in all its branches within the 
last twenty vears, than had been made in a 
century before.’ 


Reasonably complete control of tubereu- 
losis is attainable only where nutritional and 
other hygienie standards are high. C.-E. A. 
Winslow, The Cost of Sickness and the Price 
of Health, WHO Monograph Series, No. 7, 
1951. 
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Childhood constipation deserves treatment which gently restores 
normal peristaltic movements; drastic elimination cannot per- 


manently correct the condition and may be harmful to the child. 


ROLE OF METAMUCIL’ IN ESTABLISHING 
PROPER BOWEL HABITS IN CHILDREN 


Metamucil’s bland, demulcent bulk is 
a physiologic way to manage bowel dys- 
function in youngsters. 

Metamucil does more than merely 
clear the constipated bowel. When 
taken with adequate amounts of water, 
Metamucil’s hydrophilic colloid has a 
proved corrective effect on the child’s 
misfunctioning intestines. Use of 
Metamucil early in life assures a nat- 
ural method of elimination and helps 
guard against formation of the “laxa- 
tive habit”’ in later years. 


Mixed with fruit juice, milk or the 


child’s favorite beverage, Metamucil 
provides a gentle, corrective stimula- 
tion to peristalsis. There is never a 
‘‘rush’’—never a weakening diarrhea 
with Metamucil. 

Metamucil is the highly refined mu- 
cilloid of Plantago ovata (50%), a seed 
of the psyllium group, combined with 
dextrose (50%) as a dispersing agent. 
It is accepted by the Council on Phar- 
macy and Chemistry of the American 
Medical Association. 
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no odor or after-odor | 


no taste or after taste 


Have you tested the new degrees of effectiveness and 
acceptability provided by SULESTREX? 


Results are prompt, constant, and predictable . . . 
“with an amazingly low incidence of side reactions.’”' Re- 
gardless of the intensity of treatment, there is no pos- 
sibility of esthetic ‘‘embarrassment.”’ 


Measure these advantages when prescribing for your 
next menopausal patient. SULESTREX (piperazine estrone 
sulfate, Abbott) provides the natural estrogen, estrone, 
in pure crystalline form, It is not a mixture of estrogenic 
agents of variable potencies, SULESTREX is stable, water- 
soluble, odorless and tasteless. 


You may choose from three prescribing forms: 
Tablets,* Sub-U-Tabs,** and Elixir.* Try it soon, with 


this confidence: you can’t prescribe Abert, 
a more effective oral estrogen, 


* AMA Council Accented 

** T_M. for Sublingual Tablets, Abbort 

1. Reich, W. J. et al. (1952), A Recent Advance in Fstrogenic 
py. Il. Amer. J. Obst. & Gynec., 64:174, July. 
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So distinct is the difference between Puitie Morris 
and any other leading brand, that we believe you 


will notice it with a single puff. Won’t you try this 
simple test, Doctor, and see? 


Take a PHILIP MORRIS and any other cigarette 


1. Light up either one first. Take a puff —get a good mouthful 


of smoke—and_ s-l-o-w-l-y let the smoke come directly 
through your nose. 


2. Now, do exactly the same thing with the other cigarette. 


You will notice a distinct difference between PHILIP MORRIS and any other leading brand. 


PHILIP MORRIS 


Philip Morris & Co., Ltd., Inc., 100 Park Avenue, New York 17, N. Y. 
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ECKERD’‘S 
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COMPLETE 
DRUG SERVICE Y Fine Soods 
FOR 
PHYSICIAN - PATIENT 
BIOLOGICALS COFFEE TEAS 
PHARMACEUTICALS 
HOSPITAL SUPPLIES SPICES CANNED FOODS 
SURGICAL BELTS FLAVORING EXTRACTS 
ELASTIC STOCKINGS 
TRUSSES 
WILMINGTON, DELAWARE Philadelphia ‘7 Pittsburgh 
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LEN-APE VILLAGE 


TAFTON, PIKE CO., PA. 


Live leisurely on shore of beautiful 
Mountain Lake 


Centrally heated SKY LAKE LODGE 
73 Cosy Individual Cottages 


Riding, sailing, fishing, all water and land sports. 
Complete nightly entertainment. Famous for Food . 


Ideal for HONEYMOONERS (Special Rates) 
FAMILIES .. . All Ages 


Chareh services on premises. 
Season May 5-Oct. 20 
Write for Booklet or 
Tel. Hawley 4596 


Unpacd Gls 
Collected for 
members 
of the 
STATE 
MEDICAL 
SOCIETY 


230 W. 4ist ST. 
NEW YORK 


Phone: LA 4-7695 


FRAIMS DAIRIES 
Quality Dairy 


Since 1900 


GOLDEN GUERNSEY MILK 


Wilmington, Delaware Phone 6-8225 


To keep 
your car running 


Better — Longer 


use the 

dependable friendly 
Services you find at 
your neighborhood 


Service 
Station 


Hlowers 


Geo. Carson Boyd 


at 216 Wrest 10th 
Phone: 4388 


Measles 


Mod ation 
or Prevention 


Pak’’ r 


Pooled Normal Serum—Human 
Irradiated — Vacuum Dried for 
Concentration 


Price, $4.50 per 20 cc Dose 
Philadelphia 


The Philadelphia 


Serum Exchange 


1750 Bainbridge Street 
Philadelphia 46, Pa. 
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Vewspaper and 


Prriodical Printing 


An important branch 
of our business is the 
printing of all kinds 
of weekly and monthly 
papers and magazines 


WILMINGTON 
SUNDAY STAR 


Printing Department 
Established 1881 


Printers of The Delaware state Medical Journal 
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Physicians’ and Surgeons’ 


PROFESSIONAL 
Liability Insurance 


Provides Complete Malpractice Pro- 
tection, Avoids Unpleasant Situations 
By Immediate Thorough Investigation 
And Saves You The High Costs Of 
Litigation. 
The Only Plan Which Is Officially Spon- 
sored By Your Local Medical Society 


The New Castile County Medical Society 
The Kent County Medical Society 
The Sussex County Medical Society 


WRITE OR PHONE 


J. A. Montgomery, Inc. 
DuPont Bldg. 10th &G Orange Sts. 


87 Years of Dependable Service 
Phone Wilmington 5-656] 


If it’s insurable we can insure it 


satisfaction 
comes first with the baker 
where a “KNOWN bread is 
featured. Quality with us is 
never an accident but the 


result of good intention and 


sincere effort. 


George T. Tobin & Sons 


BUTCHERS 


NEW CASTLE, DELAWARE 
Phone N.C. 3411 


A Store for... 


Qualty Minded 
Who ie 


LEIBOWITZ’S 
224.226 MARKET STREET 


Wilmington, Delaware 
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Easier to digest 
Better tasting 


the 


Vitamin D are added to each quart to aid in the utilization of 
calcium and phosphorus. 


And everyone loves its rich, creamy flavor! 


CLOVER DAIRY 


Carefully checked and tested to safeguard purity and freshness! 

You can recommend this fine product with every confidence 
in its quality and dependability. Easier to digest—curd ts broken 
up and evenly distributed. Easily assimilated—400 USP units of 


ACCIDENT 


HOSPITAL 


INSURANCE 


For Physicians, Surgeons, Dentists Exclusively 


FROM 


SICKNESS 


$5,000 accidental death 


$25 weekly indemnity, accident and sickness 


$10, 000 accidental death Quarterly $16. 00 
$50 weekly indemnity, accident and sickness 


Quarterly $8.00 | 


$15,000 accidental death Quarterly $24.00 
$75 weekly indemnity, accident and sickness 


COST 


$20,000 accidental death Quorterly $32. 00 
$100 weekly indemnity, accident ond sickness 


HAS NEVER EXCEEDED AMOUNTS SHOWN 
ALSO HOSPITAL INSURANCE 


Single Double Triple 
fk 8 eer 5.00 per day 10.00 per day 15.00 per day 
30 days of Nurse at Home 5.00 per day 10.00 per day 15.00 per day 
Laboratory Fees in Hospital ............... 5. 10.00 15.00 
Operating Room in Hospital ................ 10.00 20.00 39.00 
Anesthetic in Hospital .......................... 10.00 20.00 30.00 
10.00 20.00 30.00 
Medicines in Hospital ...............0..0....... ; 10.00 20.00 30.00 
Ambulance to or from Hospital ........ 10.00 20.00 30.00 

(Quarterly) 

2.50 5.00 7.50 


$4,000,000.00 
INVESTED ASSETS 


PHYSICIANS CASUALTY ASSOCIATION 
PHYSICIANS HEALTH ASSOCIATION 


51 yvears under the same management 


400 First National Bank Building 


Quadruple 
20.00 per day 
20.00 day 


ses $8558: 
ssssss 


$19,500,000,.00 


PAID FOR CLAIMS 


Omaha 2, Nebraska 


$200.000.00 deposited with State of Nebraska for protection of our members 
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HANCE JOHN G. MERK 
HARDWARE CO. & SONS 


4th and Shipley Sts. 
FRIGIDAIRE APPLIANCES ihe 
EASY WASHERS PHONE 4-8818 
TOOLS 
BUILDERS’ HARDWARE 801 N. Union Street 


Wilmington, Del 
Tel. - Wilm. 5-6565 limington, Delaware 


EVERYTHING NEW IN DRUGS 


FOR DOCTORS ONLY! 


6-1380 is Brittingham’s unlisted telephone num- 
ber for the use of doctors only. . . . Phone your 
prescriptions to us and we will deliver them by 
fast motorcycle to any point in the city or sub- 
urbs. . . . No charge, of course! 


BRITTINGHAM’S 


PHARMACY 
Medical Arts Bldg. Del. Trust Bldg. 
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Prescription Opticians 


According to Eye Physicians’ 


Baynard Optical 
Company 


We Specialize in Making 
Spectacles and Lenses 


Prescriptions 


5th and Market Sts. 
Wilmington, Delaware 


e maintain 
prompt city-wide 
delivery service 
for prescriptions. 


CAPPEAU’S 


Drug Store of Service 


DELAWARE AVE. at DUPONT ST. 
Dial 6-8537 


Enjoy instant, plentiful hot water 


For downright conven- 
ience, comfort and health 
of your family — you 
should have an ample, 
reliable supply of hot 
water! With an Auto- 
matic Gas Water Heat- 
er in your Home, you're 
sure of all the hot water 
you want, when you want 
it. For lightening house- 
hold tasks, bathing, 


cleaning, dishwashing, laundering and many 
other uses. Besides, you save time and worry, 
for you're sure of constant water tempera- 
tures at low cost. Arrange for the installation 
of an Automatic Gas Water Heater in your 
home now. Ask your Plumber, or stop in to 
see us. 


“Tle Fecblic Sorice” 


With an Automatic Gas 
WATER HEATER 
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For more than forty years, 
milk and Dextri-Maltose 
formulas have been used by 
physicians everywhere with 
consistently good results. 
No other carbohydrate 
used in infant feeding has 

a comparable record of 
medical acceptance and 
clinical effectiveness. 


Dextri-Maltose No. 1, for 
routine infant feeding, is the 
basic Dextri-Maltose product 
Dextri-Maltose No 2, 
especially for premature 
infants, contains 50 mg. 
ascorbic acid per ounce. 
Dextri-Maltose No. 3, to aid in 
counteracting constipation, 
contains potassium 


\ 


bicarbonate. 
Superior in sterility — . Easy to measure— Meticulous quality . : 
a dry, stable powder almost instantly soluble control at every stage A formula supply Ing 20 calories 
of manufacture per fluid ounce 1s easily 


prepared with | part 
evaporated milk and 2 parts 
water, plus 1 tablespoon 
Dextri-Maltose to each 


5 ounces 
Dextri-Maltose 


& MEAD JOHNSON & COMPANY 
Evansville 21, Ind., U.S.A. 
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